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IL. 


REMARKS UPON THE DIAGNOSIS WHICH SHOULD BE PRELIMINARY TO 
THE SuRGICAL TREATMENT OF CEREBRAL Tumors. [By Dr. Securn.] 


The surgeon’s attempt to remove a cerebral tumor, and thereby pro- 
long, or even in some cases save life, must necessarily be based upon an 
accurate diagnosis of the lesion. The modes of examination and methods 
of reasoning necessary to attain such a diagnosis being so unlike the 
methods of diagnosis employed by surgeons, and requiring so much 
special experience in neurology, the services of both a physician and a 
surgeon are required. The medical examination is the necessary pre- 
liminary to an operation, and a neurologist can hardly possess the surgical 
skill and experience which are required, not simply to remove the tumor, 
but to insure a reasonably certain aseptic condition of the wound and 
render the operation of trephining in itself not specially dangerous. 

The medical diagnosis of a case of supposed tumor of the brain should, 
before an operation is attempted, be carefully worked out in not less 
than five lines of inquiry, or secondary diagnoses. 1. The diagnosis of 


tumor within the skull, and more especially in or upon the cerebral 
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hemispheres. 2. The diagnosis of the exact location of the tumor. 3. 
The diagnosis of the depth of the tumor; whether it be cortical or sub- 
cortical. 4. The diagnosis of the solitude or multiplicity of the tumor. 
5. The diagnosis of its nature. 


First. THe Draanosis or TuMor OF THE CEREBRUM. 


As a rule, this is accurately made by the experienced physician. The 
gradual development of symptoms, such as headache, convulsions local 
or general, paresis, and paralysis, co-extension of these symptoms, 
moderate anzsthesia, choked disk, hemianopsia, stupor, coma, slow pulse, 
leave hardly any room for doubt. The grouping of symptoms is most 
various, and largely depends upon the location of the growth, upon its 
size, and upon personal tendencies of the patient. Anzsthesia is rarely 
great, headache may be entirely absent, and, in my experience at least, 
choked disk is not the rule in strictly cerebral tumors. We must, of 
course, make allowance for exceptional cases, such as those which pre- 
sent only choked disk and an occasional general convulsion, those in 
which an apoplectic attack is the first symptom that seriously attracts 
attention, etc. I think that I shall not overstate the case in saying that 
while the most experienced and careful observer may find at an autopsy 
a tumor which had caused no symptoms, yet when the symptoms of 
tumor are present, almost every practitioner should be able to make the 
diagnosis. 


Second. Tue DIAGNosIs OF THE TOPOGRAPHICAL LOCATION 
OF THE TuMOR. 


This diagnosis is arrived at by an application of our empirically 
acquired knowledge due to the clinical and post-mortem studies of 
Broca, Hughlings Jackson, Charcot, Wernicke, Nothnagel, Exner, 
Luciani, and many other observers (several of them our own country- 
men), and of physiological laws of cerebral action, as elucidated by the 
researches of Hitzig, Ferrier, Munk, Putnam, Franck, Horsley, and 
others. To discuss the subject thoroughly is impossible in a paper like 
this, and I must ask to be allowed to state the bases of a solid localiza- 
tion diagnosis in a summary way. 

1. There are parts of the cerebrum which are in a certain sense inex- 
citable, and lesions of which produce no special or localizing symptoms. 
When tumors are located in these areas of the brain, the patient exhibits 
only general symptoms of cerebral disease, such as headache, diffused or 
localized, general convulsions; pressure symptoms, such as reluctant full 
pulse, perhaps slow pulse, choked disk, blindness, stupor, with or without 
partial hemiplegia and hemianesthesia, dysarthria, dysphagia, coma, 
with hyperpyrexia, and Cheyne-Stokes respiration at the end. The 
parts of the cerebrum which belong to this category are (a) the fronta 
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lobes strictly speaking, except the caudal extremities of its external 
gyri, more especially the second and third; (6) the apex and base of the 
temporal lobes on both sides, and the whole of the lobe on the right 
side; (c) the external and basal aspect of the occipital lobes; (d) parts 
of the parietal lobes; and (e) the central ganglia. The fasciculi of 
medullary substance connecting those parts with the base of the brain, 
and with other parts of the cerebrum (commissural fibres) are included 
as inexcitable parts. Progress in pathological and experimental knowl- 
edge will, doubtless, reduce these inexcitable areas, but I think that I 
have stated them as a conservative view of cerebral physiology now 
dictates. 

2. We have left two irregular divisions of the cerebrum, lesions of 
which give rise to special, definite, localizing symptoms ; these are, first, 
the excitable or motor zone, cortex and attached fasciculi; and second, 
the known sensory zones, with their fasciculi. The fasciculi from all - 
these zones converge, and are crowded together at the knee and caudal 
portion of the internal capsule, as it passes ventrad between the basal 
ganglia, and leaves the cerebrum. 

The motor zone comprises in its cortical aspect the following convolu- 
tions on both sides of the brain: the caudal extremities of the third, 
second, perhaps of the first frontal; the pre- and postcentral gyri, and 
their prolongation within the longitudinal fissure, known as the para- 
central lobule. These gyri and portions of gyri are all placed dorsad 
of the fissure of Sylvius, and are grouped about the fissure of Rolando. 
That the folds of the insula (island of Reil) have motor properties, is 
probable. These parts all receive their supply of arterial blood through 
one channel, viz., the middle cerebral artery ; and all of them (with the 
exception of the insula) can be accurately mapped out on the head by 
means of one or another of the several methods of cranio-cerebral topog- 
raphy. The subjoined diagrams illustrate the determination of the 
position of the motor zone by Broca’s method. 

The motor zone, as its name implies, has motor functions, and has an 
anatomical and physiological connection with the muscular apparatus 
of the opposite side of the body, as follows: The base of the third 
frontal gyrus (left side) with the delicate movement of speech; it 
also, and the adjacent base of the precentral gyrus with the lingual 
muscles, the base of the second frontal gyrus at its confluence with the 
precentral, with the muscles of the face; the middle third of the pre- 
central gyrus with the muscles of the forearm and hand; the upper third 
of the pre- and postcentral gyri with the muscles of the arm and shoulder; 
the ends of the pre- and postcentral gyri (paracentral lobule) with the 
muscles of the foot, leg, and thigh. Probably the muscles of the hip 
and abdomen are innervated from the bend of the above-named gyri as 
they dip down into the longitudinal fissure. Those portions of the motor 
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zone, whose limits are probably not definite, are designated as “ motor 


centres.” Thus we have, from below upward, the centres for speech, for 
lingual, manual, brachial, scapular, abdominal, femoral, crural and 


Fie. 6. 


Figs. 6 and 7.—Simplified cranial and cerebral diagrams, with Broca’s lines. For detailed explana- 
tion of these diagrams see Pepper’s System of Medicine, vol. v. pp. 94-96, and Gross’s Surgery, vol. ii. p. 
42. In Fig. 6 thelcr tic mark indicates Dr. Weir's first trephine opening. 


pedal movements. A centre for ocular movements doubtless exists, but 
it has not yet been determined; it is quite certainly not in the second 
frontal gyrus, as claimed by Ferrier and Horsley. Another question- 
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able motor centre is that for laryngeal movements, which is being sought 
for in the caudal extremity of the right third frontal (homologous with 
the speech centre on the left side, in right-handed persons). The entire 
motor zone is easily reached by trephining, the only obstacles in the way 
being the middle meningeal artery, and, in operations near the vertex, 
the superior longitudinal sinus. 

Of the sensory zone we have as yet positive knowledge of only two of 
: its centres or areas, a probable knowledge of a third, and a suspicion of 
a fourth. On the left side of the cerebrum the first or dorsal temporal 
gyrus appears to be the organ for vocal or linguistic audition (A U D on 
Fig. 7). Upon the inner, mesial aspect of each occipital lobe is a trian- 
gular gyrus which has a wonderful function; each cuneus receiving 
impressions, probably through direct fibres, from the homologous half 
of each retina on the same side of the median line. Perhaps the first 
occipital gyrus should be added to this zone for half-vision. That the 
external aspect of the occipital lobes has some relation to vision 
is probable, but not yet fully demonstrated in man. The third division 
or area of which we have knowledge, a preliminary knowledge only, is 
an uncertain portion of the parietal lobe, probably the inferior parietal 
lobule, on both sides. This area, we have some reason to believe, 
receives and registers impressions of muscular sense, or motor residua. 
The first and third of these areas of the sensory zone are fed, like the 
motor zone, by branches of the middle cerebral artery, while the second 
(cuneus and adjacent occipital gyri) is supplied by the occipital artery, 
a branch of the posterior cerebral. Thus, in the sensory zone, we have 
a centre for vision, a centre for the audition of language, and a centre 
for muscular sense.. The cortical connections of the fibres and fasciculi 
for common sensibility, for taste, for smell, and for simple sound-hearing 
are as yet unknown: perhaps the mesial extremity of the temporal lobes 
is the centre for smell]. The surgeon can readily expose and treat the 
three known centres enumerated above. 

Effects or symptoms of tumors in the motor or excitable zone of the 
cerebrum. Following the all-important distinction advanced by Brown- 
Séquard nearly thirty years ago, and which has been a guide-star to 
' successful diagnosticians, we are to distinguish symptoms due to irrita- 
tion or excitation of a part from those due to its destruction; in other 
words, there are irritative symptoms and destructive symptoms when 
a lesion exists and develops in the motor and sensory areas of the 
cerebrum. 

In obedience to the laws of physiological or functional localization, to 
the pathological law of Brown-Séquard, and as we now know from 
empirically acquired post-mortem evidence, tumors of the motor zone of 
the brain are characterized by a somewhat specific symptom-grouping, 
according to the primary location of the growth. Later the symptom- 
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group becomes enlarged and obscured by extension of the tumor, its 
action upon more than one motor centre, and by more or less direct 
effect upon adjacent parts. 

I. Tumors of the motor zone. ; 

(a) Tumors of the caudal extremities of the third frontal gyrus (on 
the left side in dextrous persons) produce at first slowness of speech and 
paroxysmal motor aphasia. Their extension toward the rest of the motor 
zone causes paresis and convulsive movements of the tongue, face, and 
upper extremity on the opposite side. Later still these symptoms, motor 
aphasia, spasmodic movements, and paralysis of the tongue, face, and 
upper extremity become more frequent, and, finally, permanent; with 
occasional spasms. 

(6) Tumors of the basal ends of the pre- and post-central gyri cause 
at first convulsive movements, or paresis, or both, of the opposite half 
of the tongue; later, paroxysmal motor aphasia, spasm, and paresis of 
the face and upper extremity ; last, complete paralysis of one-half of the 
tongue, of the face, and upper extremity, and permanent aphasia, with 
occasional convulsions (“ Jacksonian” movements). 

(ec) Tumors of the caudal extremity of the second frontal gyrus, 
where it becomes confluent with the lower third of the pre-central 
gyrus, produce at first paresis with convulsive movements (or vice vers@) 
of the facial muscles of the opposite side; later, the same symptoms, 
with the addition of more or less motor aphasia, paresis of one-half of 
the tongue, paresis and spasm of the upper limb (more especially the 
fingers); lastly, permanent paralysis of the face, half of the tongue, and 
hand, permanent aphasia, and occasional spasms (vide the case reported ). 

(d) A tumor starting in the lower middle third of the pre-central 
gyrus first reveals itself by spasm and paresis of the opposite thumb and 
finger (and whole hand and forearm occasionally). After further 
growth the irritative and destructive symptoms appear in the face and 
tongue, and more or less marked aphasia occurs; the paresis of the hand 
and forearm becoming complete paralysis. A peculiarity of lesion of 
this centre, not as yet proven to exist in lesion of the other centres of 
the motor zone, is a pronounced subjective numbness and slight though 
usually demonstrable tactile anesthesia. This fact, which in its restric- 
tion to effects of lesions of the centre for the hand, has been overlooked 
or indefinitely treated by authors, is perhaps explicable by that other 
fact that the motor education of the hand and forearm is more largely 
acquired through conscious sensory impressions. The motor functions 
of the tongue, face, and leg, are more automatic in their genesis; or, in 
other words, are performed with much less consciousness of motor effort. 
To put it in another way, the delicate movements of the fingers and 
hand are much more sensori-motor, and consciously motor than are the 
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movements of other muscular groups; those of the facial muscles coming 
next. 

(e) Tumors of the upper middle third of the pre-central gyrus (and 
perhaps of the post-central also) early cause symptoms in the muscular 
apparatus of the upper arm and shoulder. Later the spasm and paresis 
extend to other parts, according as the growth extends ventrad or 
dorsad. In the former case the forearm and hand, the face, half of the 
tongue, show symptoms, and, lastly, aphasia may occur, though rarely 
complete. If the tumor grow dorsad, toward the longitudinal fissure, 
spasm and paresis, later paralysis, show themselves successively in the 
thigh, leg, and foot. 

(f) Tumors of the upper third, or top of the pre- and post-central 
gyri, and of the paracentral lobule at first cause symptoms, convulsive 
and paretic, in the thigh, leg, or foot. There is every reason to believe 
that in man the special subcentre for the hip and thigh is the cortex of 
the central gyri where they bend over to form the paracentral lobule, 
while the lobule itself innervates the leg and toes. Later, by extension 
of the morbid growth, there are symptoms in the arm and hand, rarely 
in the face, probably never aphasia (except in the rare cases where a 
peculiar vitality of the patient permits of the growth of a colossal 
tumor). Or, there may be (though I do not know of any tumor case on 
record, yet, at least, one traumatic case exists') invasion of the crural 
centre of the opposite hemisphere, producing paralysis, with spasm or 
without spasm, of both legs (pseudo-paraplegia). 

These propositions, which are based on the completed study of many 
cases of cerebral tumor, have served and will, I think, continue to serve 
as safe guides to the diagnosis of the location of a tumor in the motor 
zone. 

One word as to the local and general spasms which are produced by 
lesions thus placed. Usually the first spasm (clonic or tonic) is limited 
to a small region, face, hand, arm, shoulder, toe, or leg. The patient is 
perfectly conscious and watches the “ Jacksonian” spasm with curiosity 
or amusement. Subsequently the spasm shows a marked tendency to 
extension, in the following serial order: If beginning in the facial 
muscles, it extends to the hand, to the arm, and, lastly, to the leg of 
the same side. If starting in the fingers, it next affects the face and 
upper arm, lastly the leg. When the lesion is on the left side temporary 
aphasia is primary, or is superadded according to the exact seat of the 
tumor. Ifthe convulsive movements are first shown in the foot, they 
extend to the leg and thigh, to the hand and arm, lastly to the face. In 
all these mono- or hemi-spasms the movements are irregularly clonic and 
tonic, and consciousness is preserved, even when aphasia occurs. If the 
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peculiar irritating action continue longer, convulsions appear on the same 
side as the tumor and consciousness is lost} showing that the irritation 
affects both hemispheres. The fully developed generalized spasms with 
loss of consciousness exactly resemble the seizures of so-called idiopathic 
epilepsy ; so that the natural history of cerebral tumors shows us in- 
sensible transition-forms between the smallest localized convulsions and 
typical “ epileptic” ones. It is most interesting to note that the results 
of physiological experiments upon the motor zones of animals are prac- 
tically identical. The serial extension of spasm produced by prolonged 
electrical excitation of one motor centre has been determined by Alber- 
toni, Luciani and Tamburini, Bubnoff and Heidenhain, Franck and 
Pitres, Unverricht, and Rosenbach, from 1876 to 1883. These results 
have been confirmed by many subsequent observers, and more especially 
elaborated by Franck in his latest work (1887). 

It will be noticed that in pathological cases and in experiments the 
symptoms, which are due to a small lesion or to a very limited electrical 
irritation of a motor centre, are at first restricted to the small muscular 
group which this centre controls. This early limited spasm or paresis, I 
have long looked upon (even before the physiological demonstration) as 
the key to a correct localization diagnosis. It is indispensable to sift 
the patient’s account of his first symptoms, and obtain the corroboration 
of an eye-witness when practicable, in order accurately and positively to 
determine the location, nature, and extent of the first symptom, which in 
many cases is rapidly overlaid and obscured by others. I propose to call 
this the signal-symptom of cerebral tumor. Since the time of Hughlings 
Jackson’s first clinical observation to the present time, very numerous 
instances of a clearly marked signal-symptom (paresis or spasm) have 
been recorded, with the post-mortem proof of its dependence upon a local- 
ized lesion in one of the cortical motor centres or associated fasciculi. 
Thus, we have all seen cases of cerebral tumor in which the first local- 
izing symptom was a spasm or paresis of one side of the face, one hand, 
or one leg, and also motor aphasia. I hope soon to present a detailed 
study of the signal-symptom of cerebral tumors, its genesis, and extreme 
importance for diagnosis. 

Il. Tumors of the sensory zone. 

Lesions of those areas of the sensory zone whose functions are best 
known to us, viz., the centres for half-vision and for audited speech, 
manifest their presence almost exclusively by the so-called destruction 
symptoms. Irritation symptoms probably occur, but we have little 
knowledge of them. This subject might tempt one into a lengthy dis- 
cussion, but, on account of want of space, I must limit myself to a bare 
statement of the main facts. 

(a) A patient presenting, besides the general symptoms of an intra- 
cranial growth, such a specific symptom as verbal deafness, without 
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marked hemiplegia, hemispasm, or hemianesthesia, probably has.a tumor 
involving the left superior or dorsal temporal gyrus, or its subjacent 
white fasciculus. The symptoms produced by extension of this growth 
would be mostly sensory, such as parssthesiz, loss of muscular sense, 
and later anesthesia of parts on the opposite side of: the body. 

(6) A patient who has headache, vomiting, choked disk, dulness 
tending to stupor, increasing hemianesthesia, with lateral hemianopsia 
(dark half-fields on same side as anesthesia), without hemispasm or 
hemiplegia, quite certainly has a tumor in the white substance of the 
occipital lobe. 

(c) If, with the above-named general symptoms of cerebral tumor, we 
find lateral hemianopsia almost alone as a localizing symptom—~. ¢., 
without hemispasm, hemiplegia, and hemianzsthesia—there is almost 
certainly a tumor on the inner or mesial aspect of the occipital lobe, 
opposite to the dark half-fields, compressing and destroying the cuneus. 
The symptoms to be expected from the extension of such a tumor are: 
from its growth upward, weakness and even paralysis of the lower 
extremity of the same side as the dark half-fields; and from its down- 
ward growth, symptoms of injury to the cerebellum and lobi optici. 
That such a diagnostic statement is not fanciful, may be proved by the 
findings in the first tumor case operated upon by Dr. Weir in the spring 
of last year.’ The location of this tumor upon the cuneus, or near it, had 
been diagnosticated sixteen months before the operation. 

Indeed, I am prepared to assert that tumors involving the cuneus, or 
its subjacent fasciculus, together with other fibres of the caudal division 
of the internal capsule, are now as easy of correct diagnosis as are tumors 
of the various motor centres. 


Third. Tur DraGnosis OF THE DEPTH OF THE TUMOR. 


Equally interesting, and important for successful operative inter- 
ference in cases of cerebral tumor, is the question, whether we are now 
in a position to tell whether a tumor of the motor zone is cortical 
or subcortical—the diagnosis of the depth of the tumor. Let us see 
what observations upon tumor cases teach us in this respect. If such a 
diagnosis be possible, it will have to be made by a consideration of the 
following symptoms: 

(a) Nature and location of the signal-symptom, presence, and order 
of appearance of spasm or of paresis; (b) presence or absence of head- 
ache; (¢) changes in local cranial temperatures. The other symptoms 
of cerebral tumor are of much more general significance, and cannot, I 
think, be utilized for this third diagnosis. 

(a) The nature and location of the signal-symptom. 

In this connection we can invoke the assistance of physiology, and 


1 Medical News, April 16, 1887, 
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learn whether experiments show any positive differences between irri- 
tation and destruction of the cortex, and of subcortical white substance 
in the motor zone. The credit of first demonstrating that convulsive 
movements in the opposite limbs may be produced by faradization of 
the white substance, after excision of a cortical motor zone, belongs 
to Dr. J. J. Putnam, of Boston.' Since, almost all experimenters have 
agreed that faradization of cortical centres, and their subcortical fascicvli, 
produces spasm in the parts which the centres innervate; and even low 
down in the internal capsule (Franck, Beevor, and others) the excita- 
bility of isolated fasciculi for the tongue, face, etc., can be demonstrated. 
We must next ask, Is there any difference in the form or graphic expres- 
sion of local spasms produced by irritation of a cortical centre, and that 
produced by irritation of its dependent fasciculus after excision of the 
cortex? Here we may hope for a scientific guide in making our third 
diagnosis. The latest authoritative answer to this question is to be found 
in the remarkable work of F. Franck’ on the motor functions of the 
brain, published last year. This experimenter has determined the 
following important facts, which have been corroborated by other 


Fie. 8. 


From Franck, op. cit., p. 101. I. Complete epileptiform spasm produced by electrical irritation of a 
cortical motor centre. II. Simple tetanic spasm produced by electrical irritation of subjacent white 
fasciculus. E, E., duration of electrical application. T, tetanic or tonic spasm. Ep, clonic or epilepti- 
form spasm. 0, absence of spasm. 


observers in certain directions. 1st. There is greater “delay” in the 
occurrence of muscular contraction after the application of the electric 
current to the cortex, than there is when it is applied directly to 
subjacent medullary fasciculi. 2d. Electrical excitations of the medul- 
lary fasciculi produce only tetanic contractions, ceasing abruptly, or 
nearly so, when the excitation stops. When the motor cortex is 


1 Boston Med. and Surg. Journal, July, 1874. 2 Op. cit., pp. 99-109. 
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excited, however, we obtain a tetanic (or tonic) contraction while 
the current passes, lasting a little while after it ceases, and followed 
by clonic convulsive movements; in other words, an epileptiform con- 
vulsion. Consequently, Franck proposes the following law: “The 
hemispheric white substance, in the centrum ovale, or in the internal 
capsule, is devoid of epileptogenous property, whereas the cortex above 
possesses this property.” (This applies, of course, only to the cortex 
and white substance of the motor zone.) 

Does the study of cases of lesions of the human motor cortex and 
associated fasciculi furnish corresponding data for diagnosis? We must 
answer, No. The types of spasms observed in cases of cerebral tumor 
are constantly variable in the same subject. We obtain simple tonic 
seizures, tonico-clonic and clonic spasms are observed, as well as typical 
epileptic attacks commencing by tonic spasm of a small part (signal- 
symptom). Further study of these phenomena may throw more light 
upon the differential diagnosis between cortical and subcortical tumors ; 
but we must not be too sanguine in this matter, because a source of con- 
fusion will always exist in such cases, viz., that in cases of subcortical 
tumor the cortex governing the affected fasciculus is still present and 
active, and that the irritation of the tumor may act both centripetally 
and centrifugally. In the former case the irritation of the tumor would 
produce “ discharges” or spasm dependent upon cortical irritation (true 
epileptiform attacks), while in the latter case simple tetanic or tonic 
spasm due to excitation of the medullary substance alone would appear. 
It is highly probable that in human subjects this twofold excitation takes 
place, thus explaining the complicated and variable spasmodic move- 
ments which are observed. We conclude that at the present time it is 
impossible to distinguish a cortical from a subcortical tumor by the 
character ‘of the convulsions observed. 

Turning to the purely clinical and empirical aspects of this question, let 
us see what authorities say. The great majority of recent writers upon 
nervous diseases do not even attempt the diagnosis of cortical from sub- 
cortical lesions. Among these are (in chronological order); Charcot,’ 
Pitres,? Wilkes,* Grasset, Hammond,’ Ross,’ Striimpell,” Webber,* 
Bastian,’ Liebermeister,” Starr," Jastrowitz," Wood,” Seeligmiiller,”* 


1 Legons sur les Localisations dans les maladies du cerveau. Paris, 1876. 

2 Recherches sur les lesions du centre ovale, etc. Paris, 1877. 

8 Lectures on Diseases of the Nervous System. London, 1878, 

4 Traité Pratique des maladies du systéme nerveux. Paris, 1881. 

5 A Treatise on the Diseases of the Nervous System. Seventh ed. New York, 1881. 

6 A Treatise on the Diseases of the Nervous System Amer ed. New York, 1881. 

7 Lehrbuch der speciellen Pathologie u. Therapie, Bd. ii. Leipzig, 1884 

8 A Treatise on Nervous Diseases. New York, 1885. 

® Paralyses, Cerebral, Bulbar, and Spinal. Amer.ed. New York, 1886. 

10 Vorlesungen tiber specielle Pathologie u, Therapie, Bd. ii. Leipzig, 1886. 

11 Intra-cerebral Tracts. New York Medical Record, 1886, i. 174. 

12 Deutsche med, Zeitung, 1887, p. 1098. 18 Nervous Diseases. Philadelphia, 1887. 
4 Lehrbuch der Krankheiten des Riickenmarks und Gehirns, Abth. ii. Braunschweig, 1887. 
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Gowers.’ Several of these authors, however, give some data bearing on 
this diagnosis, Gowers stating that lesions of the white substance give 
rise to local convulsions only when they are situated immediately under 
the cortex. The following authors discuss the problem more or less: 
Nothnagel,’? Bernhardt,’ Osler,‘ Mills and Lloyd.> The first author of 
the second series treating of lesions of the centrum ovale, more espe- 
cially of clonic spasms produced by them, says: “ They are similar in 
their characteristics to those which are produced by cortical lesions;’”* 
that they may be limited to one member permanently, or may begin 
in one member and extend to others on the same side of the body with- 
out loss of consciousness. Ifthe convulsions pass over to the other side, 
consciousness is lost and the attack resembles an attack of epilepsy. Yet 
the author has never seen a case in which a strictly subcortical lesion 
produced hemispasm, and he considers Pitres’ seventeen cases as all 
open to criticism. He-considers it doubtful if a truly subcortical lesion 
can produce monospasm or hemispasm. His third law relative to lesions 
of the centrum ovale is substantially as follows: Even if focal symptoms 
are present, it is impossible to conclude that there is a lesion limited to 
the white substance, as these symptoms are identical with those produced 
by lesions of the corpora striata and of the cortex. In other words, the 
diagnosis of a medullary lesion is at present impossible (1879).’ 

Bernhardt,’ speaking of tumors in the white substance of the parietal 
lobes (including the motor gyri), states that in fifteen out of twenty-nine 
cases convulsions, local or general, occurred. In the cases of local spasm, 
paralysis preceded or followed the spasm. The symptoms of this class 
exactly recall those observed in connection with cortical tumors. 

In another place’ he repeats that subcortical and cortical tumors of 
the parietal lobes (which include the central gyri) produce similar motor 
symptoms, viz., local convulsions preceding or succeeding paralysis. The 
differential diagnosis is extremely difficult. 

Osler” reports a case of tumor under the paracentral lobule, which 
comes nearer to meeting the requirement of a test-case. The growth 
was found mostly in the white substance; its size was 17 by 15 mm.; 
it was distant 8 mm. from the left paracentral gray matter, 10 mm. from 
the top of the brain, and 15 mm. from the central gyri, but the tumor 
touched the gray matter at several points. The signal-symptom was a 
spasm, limited to the right extremities, first in the arm, second in the 


1 A Manual of Diseases of the Nervous System, vol. ii. London, 1888. 

2 Topische Diagnostik der Gehirnkrankheiten. Berlin, 1879. 

3 Symptomatologie u. Diagnostik der Hirngeschwiilste. Berlin, 1881. 

* Medical News, January 19, 1884. 

5 Pepper's System of Medicine, art. Tumors of the Brain, vol. v. Philadelphia, 1886, 
6 Op. cit., p. 373. 7 Nothnagel: Op. cit., p, 377. 
8 Op. cit , p. 128, ® Op. cit., pp. 131, 132. 

10 Medical News, Phila., January 19, 1884. 
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leg, and last in the face. Paresis followed. In its early period this 
growth was probably strictly medullary. 

Mills and Lloyd’ express themselves more fully. “As the white mat- 
ter of the centrum ovale and capsule represents simply tracts connecting 
cerebral centres with lower levels of the nervous system, with each other, 
or with the opposite hemisphere, lesions of this portion of the cerebrum 
will closely resemble those cortical lesions to which the tracts are re- 
lated. Those (lesions) situated in the white matter in close proximity 
to the ascending convolutions give symptoms closely resembling those 
which result from lesions of the adjoining cortical motor centres. In the 
cases of Usler, Pick, and Seguin, paretic symptoms in the limbs of one 
side of the body, with or without loss of consciousness, were marked 
symptoms. In two of these cases some paresis preceded the occurrence 
of the spasms. They did not, however, fully bear out the idea of Jack- 
son that the hemiparesis or hemiplegia in tumors of the motor tract 
comes on slowly before the appearance of spasm.” 

Hughlings Jackson’ has placed on record a case which overthrows 
the dictum that tumors of the cortex invariably produce convulsions 
first. Case of traumatic external tumor on left side of the head of 
eighteen years’ standing. Six months before observation severe local 
pain appeared in this region, and there developed a gradually increasing 
paresis of the right leg, arm, and face (in order); optic neuritis; but no 
convulsions. The autopsy showed an internal tumor pressing upon the 
motor zone. Jackson adds: “In all cases of very slowly coming on 
hemiplegia I have seen, the tumor has always been of (in) the motor 
tract. That disease of the surface—even very limited disease thus 
placed—will cause hemiplegia, is well known, and is illustrated by 
several cases of this series; but in all cases seen save this one, the hemi- 
plegia has followed a convulsion.” Consequently it appears that Jack- 
son, in 1874, considered it a law that cortical lesions produced convul- 
sions first, paresis second. 

In my own records I find the following data in three cases of cortical 
and one of subcortical tumor. In the subcortical tumor,’ which was 
just beneath the top of the central convolutions, latero-dorsad of the 
paracentral lobule, paresis preceded spasm. In the case we present, 
on the contrary, spasm preceded paresis.‘ With respect to the three 
cases of cortical tumor of the motor zone, in one,° local spasm proba- 
bly preceded paralysis; in the second,’ paresis and spasm appeared simul- 


1 Op. cit , p. 1059. 2 Medical Times and Gazette, 1874, ii. 152. 

3 A Third Contribution to the Study of Location of Cerebral Lesions, Journal of Nervous and Mental 
Diseases, June, 1887. 

4 it is doubtful if this tumor was, strictly speaking, subcortical. 

5 Contribution to the Study of Localized Cerebral Lesions, Seguin’s Opera Minora, p. 215, New 
York, 1884, 

6 Second Contribution to the Study of Localized Cerebral Lesions. Idem, p. 495. 
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taneously in the left hand; and in the third,’ monospasm occurred 
first. These five cases, and other cases by different authors, bear out 
the preceding statements that, at present, no law of motor symptoms 
can be formulated for cortical and subcortical tumors. 

(6) Can the cortical or subcortical location of a tumor be determined 
by the presence or absence of localized headache? There has long 
existed a somewhat well-founded notion that lesions of the brain are 
more painful in proportion as they are nearer to the dura mater. Yet 
a study of recorded cases of tumor go to show that such remarkable 
exceptions occur, that the rule is not one to be depended upon, though 
it has a certain corroborative, or secondary value. Only a few cases 
need be cited. 

In Osler’s’ case of subcortical tumor headache is not mentioned, while 
in the case of Baudot (cited by Pitres*) of a tumor in the middle portion 
of the centrum ovale, with symptoms of lesion of the motor zone, severe 
headache was an early symptom. Russell* reports a case of cancerous 
tumor of the right frontal lobe, involving both white and cortical gray 
substance, in which “ slight headache” occurred, and Hughlings Jackson® 
publishes a case of tumor compressing the cortex of the motor zone, in 
which severe local pain (not a common headache) was a marked symp- 
tom during the first six months. 

Bernhardt* states that headache was positively absent in 2 out of 36 
cases of tumor in the white substance of the frontal lobes, and in 3 out 
of 29 cases of tumor in the parietal lobe. As regards the medullary 
substance of the occipital lobe, there is no observation in which it is 
stated that headache was absent, but in 4 out of 15 cases pain is not 
mentioned among the symptoms. He considers pain as a symptom of 
no special value for localization ; it may even be on the side opposite the 
tumor. 

Perhaps a more certain indication is the presence of tenderness to 
percussion. A case seen by me last autumn, in consultation with Dr. 
Obendorfer,’ well illustrates the small value to be attached to these two 
symptoms. A man, et. fifty-six, had suffered from obscure urinary diffi- 
culties, including hematuria; a few months before death he developed 
symptoms of cerebral compression, headache, drowsiness, slow pulse, but 
no choked disk. For several weeks the head-pain was localized over the 
right frontal region, in a space about four centimetres (14 inches) in 
diameter. This region was also tender when I saw the patient. Surface 
temperature carefully taken with an Immich metallic thermometer, gave 
on right frontal bosse 96.5°, on the left 97°. Consequently, the sensory 


1 Idem, p. 499. 2 Medical News, Philadelphia, January 19, 1884. 
8 Lesions du centre ovale, p. 62. 4 Med Times and Gazette, 1874, i. p. 530. 

5 Op. cit. 6 Op. cit. 

7 Cited with Dr. Waldstein’s permission. 
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symptoms, together with the absence of hemispasm and hemiplegia, of 
hemianopsia, were in favor of the existence of a tumor on or in the right 
frontal lobe; though the absence of increased local temperature argued 
otherwise. The autopsy made in December, 1887, by Dr. Waldstein 
showed a large.cancerous tumor of the kidney, and two secondary tumors 
in the brain; one in the right temporal, the other in the right occipital 
lobe. There was no lesion of any sort in the right frontal region. 

In view of the utter conflict between these observations by reliable 
authors, I think it unnecessary to quote more. The conclusion is evi- 
dent that pain and tenderness are symptoms of wholly secondary value 
for localization purposes. 

(ce) Do variations in the local cranial temperature help us? Here we 
also obtain a qualified negative answer. The normal average tempera- 
ture at the various “stations” is widely different, according to first-rate 
observers (Broca,’ L. C. Gray,? Maragliano and Seppilli*). Observa- 
tions of cranial temperature have been recorded in only four cases of 
cerebral tumor (to my knowledge), besides the case reported, and the 
results would seem to indicate that there is sometimes a rise of cranial 
temperature over the site of the tumor. In our own case the results are 
irregular and inconclusive. It may be objected that better results would 
be arrived at by using the thermo-electric differential calorimeter of 
Lombard, but if great variations occur when measurements are made in 
fifths and tenths of a degree, how much greater would be the irregularity 
and uncertainty of results measured by one five-hundredth of a degree, 
one two-hundredth, or even by one-hundredth. The fluctuations and 
variations would necessarily be enormously increased by using the more 
sensitive instrument. 

A summary of Gray’s normal cranial temperatures, and the full data 
of the temperature in four cases of intracranial tumors, will be found in 
Pepper’s System of Medicine, vol. v. pp. 1086-7, together with some 
bibliographical references. 

Writing in 1886,‘ Dr. M. Allen Starr states his conclusion to be in 
complete accord with Nothnagel’s in 1879, viz., that “there are no diag- 
nostic local symptoms of lesion of the centrum ovale.” 

Still, as regards the.motor zone, in which, as a rule, it is usually 
possible correctly to localize a tumor, the question is somewhat simpli- 
fied, and may be stated as a diagnosis of probability, with many chances 
of error. In favor of a strictly cortical or epicortical lesion are these 
symptoms, none of them having specific or independent value: Localized 
clonic spasm, epileptic attacks beginning by local spasm, followed by 


1 Thermometrie Cérébrale. Revue Scientifique, September, 1877. 
2 On Cerebral Thermometry. Journal of Nervous and Mental Diseases, July, 1878. 
3 Rivista Sperimentale di Freniatria, etc. Anno V. fascic I. and II, [Alienist and Neurologist, I. 1880. } 
4 Intracerebral Tracts: New York Medical Record, 1886, [. 174. 
Vou 97, No. 2.—avaustT, 1888, 9 
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paralysis; early appearance of local cranial pain and tenderness ; 
increased local cranial temperature. In favor of subcortical location of 
a tumor: Local or hemiparesis, followed by spasm; predominance of 
tonic spasm; absence, small degree, or very late appearance of local 
headache, and of tenderness to percussion ; normal cranial temperature. 

In the case reported by us this evening, this question was discussed 
by Dr. Weir and myself. We were not unprepared to find the cortex 
normal, because the late appearance of headache, the absence of con- 
stantly increased temperature over the supposed site of tumor, pointed 
to a subcortical tumor. 

The exact location of the growth in the case reported cannot now, 
and perhaps never will be accurately stated. My belief is that it was 
in close relation to the gray matter deep in the sulcus which separates 
the second and third frontal gyri. But for surgical purposes, it was a 
subcortical tumor. No sign of it appeared on the surface of the brain, 
and the depth of the cavity left by its removal was estimated by Dr. 
Weir at about one and a half inches. 


Fourth. THe D1aGnosis OF THE SOLITUDE OF THE TUMOR. 


The surgeon’s decision to operate, and the probabilities of his suc- 
cess, will depend very much upon the presence of but a single tumor 
in the brain. Can we diagnosticate multiple cerebral tumors? To this 
question a qualified affirmative may be given. 

When the symptoms of cerebral tumor occur in an individual who 
already bears a tumor or presents signs of tuberculosis, the probabilities 
that the cerebral secondary deposit is multiple, will be very great, and 
for this and other considerations an operation will be unadvisable. 

When symptoms indicating lesions of different cerebral centres or 
systems are present, and especially when the symptoms of basal disease 
are combined with those characteristic of tumor of the motor or sensory 
zones, the probability of double or multiple lesion will be so great as to 
amount almost to certainty. For jexample, should a patient present 
motor symptoms in one hand and side of face, spasm and paresis, with 
headache and perhaps choked disk, justifying the diagnosis of tumor in 
the precentral gyrus; if in such a patient marked anzsthesia, or hemia- 
nopsia, or verbal deafness should develop, we would have reasonable 
ground for suspecting the presence of another tumor (or of several 
tumors) involving the posterior division of the internal capsule in the 
occipital lobe, or the left first temporal gyrus. Or, if in a patient with 
symptoms of tumor in the precentral gyrus, there should supervene 
marked dysphagia and dysarthria, symptoms of irritation or paralysis 
of the pneumogastric and spinal accessory nerves, with bilateral paresis 
of the extremities, the presence of an additional growth in or on the 
medulla oblongata may be diagnosticated. ‘This was the case of a girl 
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observed some years ago at my clinic for nervous diseases of the College 
of Physicians and Surgeons, by Dr. W. R. Birdsall and myself. The 
main tumor was found at the autopsy to have been correctly localized ; 
but there were several others in the brain, one of them in the very 
centre of the medulla oblongata, explaining the bulbar symptoms which 
closed the patient’s life. 

This problem of recognizing growths which are distant from one 
another, and which affect different systems of fibres and different ganglia 
of the encephalic mass, is relatively simple, though, of course, not always 
resolved during the patient’s life. 


Fia. 9. 


Fig. 9 —Diagram of convexity of brain, showing location of the (subcorticai) tumor. Fr. Frontal 
end of brain ; 0. occipital end. 


Fig. 10.—Diagram of transection of left hemisphere, showing position of tumor, and of two minute 
secondary growths, 


A much more obscure form of multiplicity of cerebral tumors is 
when more than one growth exists in one system or zones close together. 
These cannot, I believe, by any possibility be recognized during the 
patient’s life, and may also escape observation at the time of the 
operation. 

This unexpected complication is illustrated by the appended diagrams 
(Figs. 9 and 10), which represent the location of a sarcomatous tumor of 
the leg-centre, reported by me last year before the Association of Ameri- 
can Physicians, in Washington.’ This tumor was correctly diagnosticated 
during life, in 1881, before the idea of operating for tumor of the brain 
had been advanced. The transverse section shows, besides the main 


1 Journal of Nervous and Mental Diseases, June, 1887. 
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tumor, which could have been removed most easily, two small secondary 
growths deeper in the white substance, which, had an operation been 
attempted, would probably have been overlooked. 

This difficulty is one which ought not, in my opinion, to weigh much 
against operating in well-defined cases ; it is one of the unavoidable bad 
chances of the operation. 


Fifth. Tae DtaGnosis or THE NATURE OF THE TUMOR. 


In some cases this is all important, as a negative element, in deciding 
for or against an operation. For example, in cases of tuberculosis of the 
lungs or other organs, or of general tuberculosis, if symptoms of brain- 
tumor present themselves, it is extremely probable that this cerebral 
growth is a tubercle or that there are several tubercles. It is certainly 
undesirable to interfere in such a case. 

In a second category of cases, coincident with a recognizable cancerous 
tumor of external parts or of internal organs, symptoms of intracranial 
tumor appear. Here, again, the probability of multiple cerebral growths 
and the fact that other organs are affected with an incurable disease should 
lead to a refusal to operate. In other cases the cerebral symptoms occur 
after the extirpation of the peripheral tumor, but the contraindication 
remains quite as strong, because of the probability of multiplicity. 

In a third set of cases we have every clinical reason for believing that 
a gumma or several gummata are in the brain producing the symptoms. 
Here, again, the objection of probable multiplicity of growths exists, but 
it is not as imperative as in the two preceding categories. 

Hale White, of London, in a recent excellent study of one hundred 
cases of cerebral tumor with respect to the feasibility of an operation, 
has expressed the opinion that gummata should not be operated, and 
Prof. Bergmann, of Berlin,’ who has also written upon cerebral surgery 
last year, criticises Horsley for having operated on such a tumor. We 
must take exception to both White’s and Bergmann’s dicta as not based 
upon a proper consideration of the natural history of gummata. One of 
the peculiarities of these feebly nourished, degenerative growths is their 
tendency to persist as inert tumors, yet acting as foreign bodies, after most 
thorough specific treatment. Of course, a gumma of the brain should 
not be sought for by surgical methods before every medicinal means has 
been used. A thorough anti-syphilitic treatment with mercury, and 
especially with the iodide of potassium administered according to the 
American method,’ should be carried out for a long time. If, after this 
had been done for several months, the localized spasms and paresis, and 
perhaps other symptoms of localizable cerebral lesion exist, an operation 


1 Guy's Hospital Reports, vol, xliii, 1885-6. 

2 Die chirurgische Behandlung von Hirnkrankheiten. Archiv f. klin. Chirurgie, xxxvi., 1888. 

8 The American method of giving potassium iodide in very large doses, etc., Archives of Medicine, 
New York, October, 1884. 
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is certainly justifiable. An inert, degenerated gumma in the cortex of 
the motor zone will, I believe, continue to cause discharging symptoms 
indefinitely. Against this action further anti-syphilitic treatment is 
useless, and the continued use of bromides only postpones and reduces 
the discharges. Besides, if nerve-tissue is compressed by such an inert 
tumor so as to cause paresis, its recovery is impossible until the pressure 
is removed by surgical interference. While acknowledging, therefore, 
that probable multiplicity is an objection to operating for gumma of the 
brain, I think the operation desirable, in well-selected cases, after a 
thorough medicinal treatment has been carried out. 

The diagnosis of all other forms of intracranial growths is most 
obscure, and we can only be guided by statistical results as to the abso- 
Jute and relative frequency of the varieties of tumors, and it should be 
borne in mind that the deductive application of such data to a case in 
hand is extremely uncertain—almost mere guesswork. 

The statistics which can be best utilized for such a purpose are those 
of Bernhardt and Hale White, which probably contain few if any dupli- 
cated cases. The cases of intracranial tumor which have been published 
since the date of Bernhardt’s monograph (1881) excepting White’s cases 
(1886), would doubtless be considerable, and very instructive, but we 
have had no time for such a bibliographical labor. Bernhardt and 
White together tabulate 580 cases, which can be grouped as follows: 


Number. Per cent, 
Nature of tumor not stated 183 229 
Sarcomata (including cysto-sarcoma) 13 
Hydatids, cysticerci, and echinococci 5 
Myxomata (including myxo-sircomata) . y 2 
Osteomata . J : 1+ 
Psammomata . : ‘ —1 
Fibromata . 
Cholesteomata 
Erectile or vascular tumors 
Dermoid cysts 
Enchordromata . 
Lymphomata 


Cases . 580 
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Few remarks are required as comments upon this statistical state- 
ment. 

(1) The frequency of cysticerci, echinococci, and hydatids in the con- 
tinental (German) records (no cases appearing in White’s list of 100 
cases), must be attributed to dietetic conditions. In this country, such 
growths are, as in England, almost unknown. 

(2) The cerebellum appears most prone to cystic formation, often asa 
secondary development from a sarcomatous tumor. 

(3) The average age at which most sarcomata and gliomata occur is 
almost the same —between thirty and forty years. 

(4) Slow development of symptoms is in favor of sarcoma. 


A fair general conclusion to be drawn from the above data is, that the 
surgeon must be content to have the physician furnish him with a posi- 
tive diagnosis of intracranial tumor, with a reasonably exact diagnosis 
of the location of the tumor, and with a probability diagnosis of its 
solitude. Except in cases of secondary new-formation (in which an 
operation is almost positively contra-indicated), and in cases of cerebral 
gummata, the diagnosis of the nature of the tumor, and of its encapsu- 
lation or infiltration, should be withheld. 

I may be permitted to add a statement of my own estimate of the 
advisability of operating for the removal of a cerebral tumor. Assuming, 
with Lucas-Championniére, Weir, and others, that the operation of tre- 
phining in itself is now almost without danger, I would still restrict 
surgical interference to cases which present well-defined indications. 
This remark is, however, not applicable to certain cases of epilepsy fol- 
lowing injury to the cranium, of inveterate fixed cranial pain, etc., where 
an exact medical diagnosis is not possible, yet in which the surgeon may 
consider an exploratory trephining desirable—with the explicit under- 
standing as to the purpose of the operation. There appears to prevail a 
tendency to indiscriminate operations on the brain, which is to be depre- 
cated, because it tends to bring into discredit a therapeutic resource which 
now offers some little hope of cure in otherwise fatal cases, and which 
may in the future yield still more satisfactory results. 
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THE TREATMENT OF BRONCHIAL ASTHMA. 


By C. THEODORE WILLIAMs, M.A., M.D., F.R.C.P., 


PHYSICIAN TO THE HOSPITAL FOR CONSUMPTION AND DISEASES OF THE CHEST, BROMPTON, 


THE pathology of asthma has been warmly discussed, and various 
theories have been suggested to explain the phenomena of the nocturnal 
seizures and their recurrence, but a careful survey of the facts has con- 
vinced me of the truth of the nervo-muscular origin as put forth by 
C. J. B. Williams, Hyde Salter, Biermer, and Thorowgood, as it is 
the only theory that affords explanation of (1st) the fitfulness of the 
dyspnoea; (2d) of the ever-changing physical signs, and especially of 
the rapid appearance and disappearance of sounds within the thorax ; 
and (3d) of the remarkable influence of certain therapeutic agents on 
the spasmodic attacks. 

Having discussed the pathology of asthma elsewhere,’ I will confine 
my remarks in this article exclusively to its treatment, introducing only 
so much of the pathology as is necessary for illustration; and as we have 
arrived at the conclusion that bronchial asthma is a neurosis chiefly 
affecting the pulmonary plexus, and spreading through its various 
connecting branches, and thus implicating the pneumogastric, spinal, 
and sympathetic nerves, we have to consider the best means of allaying 
such nerve storms. As in the case of all neuroses, we are met with 
many difficulties, arising for the most part from individual idiosyncrasies. 
The medicine which suits one patient does not suit another, and the 
climate that cures an attack in one, appears to produce it in another, so 
that many investigators give up the search after a scientific basis for 
treatment of bronchial asthma in despair. 

There are, however, practical rules and indications if we take the 
trouble to study them, and they appear to be the following: 

First. To counteract, if possible, the tendency to asthmatic attacks, 
which arises generally from some definite lesion the result of a former 
inflammatory attack. 

Second. To allay, and keep allayed, the asthmatic spasm; this is 
principally done by removal of the patient from the various exciting 
causes of the attack, but also by reducing the sensibility of the pulmo- 
nary plexus of nerves. 

Now, in dealing with the first, we must note that, according to Hyde 
Salter, no less than eighty per cent. of asthma is traceable to bronchial 
inflammation in childhood, following on whooping-cough, measles, bron- 
chitis, or broncho-pneumonia, and in adults it often follows upon phthisis. 


1 Article ‘* Asthma,’’ Quain’s Dictionary of Medicine. ‘‘ Lectures on Spasmodic Asthma,” Lancet, 
1878, 
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The most probable cause of this sequence is that all these diseases give 
rise to swelling of the bronchial glands, the position and relation of 
which are too little studied in thoracic pathology. They have been 
admirably delineated by the late Noel Gueneau de Mussy,' and his 
pupil Barety,’ the latter of whom classified them, and demonstrated 
their exact relation to the pneumogastric nerves, and to the sympathetic 
ganglia. Careful study of these will show that it is impossible for 
enlargement of the subtracheal glands to take place to any large extent 
without causing pressure on the vagi and their branches. It is rare for 
the pressure to be great enough to give rise to ulceration of the trachea 
or bronchi, though this occasionally takes place, as was seen in some 
cases of Percy Kidd,’ but considerable enlargement of the bronchial 
glands at the root of the lung is by no means infrequent, and may be 
detected by physical signs, which consist generally of dulness in one or 
both interscapular or suprascapular regions. The swelling of the large 
glands of the anterior mediastinum may be detected by the presence of 
dulness over the first portion of the sternum. 

Now, we know that the preparations of iodine are singularly effica- 
cious, both in reducing the frequency of asthmatic fits, and also in 
causing the absorption of lymphatic glands, if administered in suffici- 
ently full doses, and it is probable that this last effect is the explanation 
of the first one. 

A medical friend once said to me, “I never give up a case of asthma 
until I have tried ten grains of iodide of potassium three times a day.” 
It is indeed wonderful how this salt reduces the frequency of the attacks. 
In some cases it undoubtedly produces iodism, though not immediately, 
but the evil day may generally be postponed by largely diluting the salt 
with water. Some patients never derive benefit from it unless they feel 
the commencement of iodism. A late well-known physician, and a 
martyr to asthma, told me that he used to take potassium iodide until 
the metallic taste appeared in his mouth, which he always found was 
accompanied by secretion from the bronchial tubes, and at once relieved 
the spasm. 

In one severe case, where the large doses were followed in forty-eight 
hours by an eruption of acne over the face, the patient, a lady, told me 
that she did not obtain relief until the spots appeared, and she gladly 
endured them to secure freedom from the asthma. 

The iodide of potassium appears to be far more effective in doses of 
from gr. viij to gr. xv than in the smaller ones of gr. ij to gr. v, and at 
the same time the larger dose does not appear to increase the risk of 


1 Gazette des HOpitaux, 1867 and 1868. 

2 L’Adenopathie Tracheo-bronchique. See also Quain’s Dictionary of Medicine, “ Diseases of Brun- 
¢hial Glands.”’ 

3 Pathological Transactions, 1885 


WILLIAMS, TREATMENT OF BRONCHIAL ASTHMA. 181 


iodism, provided, always, that plenty of water be taken with it. Patients 
often take gr. viij to gr. x two or three times a day for months, and one 
patient of mine persevered for two years, with the only drawback of an 
occasional rash of urticaria and a metallic taste in his mouth. By this 
means he was kept entirely free from asthma. 

Three of the most obstinate cases of bronchial asthma that I ever came 
across, in all of whom the attacks were accompanied by lividity, were 
by this means relieved so far that they could control the seizures suffi- 
ciently to attend to their business, and one of the three was completely 
cured. 

The iodide of sodium may be substituted for the iodide of potassium, 
but the dose is smaller (about five grains), and a combination of the two 
iodides is often desirable. 

Various mineral waters containing iodine in some form exercise a 
favorable effect on asthma, but are slower in their action. Such are 
the Woodhall and the Purton, in England, and the waters of Kreuznach, 
in Germany. Some people, however, are so susceptible to the action of 
iodine that a few glasses of Woodhall water, which contains one-fourth 
of a grain of iodide of sodium in a pint, will produce iodism, as I noted 
in the case of a well-known physician who tried it for asthma. 

The inunction of the ointment (unguent. potassii iodidi) or of the 
liniment (lin. potass. iodidi c. saponi) or the painting of the skin with 
tincture of iodine has never, in my experience, produced the same 
therapeutic effect on the asthmatic attacks. 

The indications for prescribing iodide of potassium or the above- 
mentioned waters are (1) the absence of catarrh and bronchitis, (2) the 
well-marked presence of the neurotic element, and (3) the detection of 
dulness along the right or left edge of the first portion of the sternum, 
or in one or both interscapular regions, showing enlargement of the 
bronchial glands. Another medicine of great use in reducing the predis- 
position to asthma is arsenic, and it may with advantage be combined 
with the iodides. This and the mineral waters of La Bourboule and 
Mont Doré, which contain arsenic, seem to act in some way as a tonic 
to the respiratory functions and to strengthen the controlling or inhibi- 
tory element of the nervous system of the lungs. 

Free sponging in a bath with tepid or cold water every morning, to 
which sea salt may with advantage be added and a careful dietary, 
which we will discuss presently, may do much to keep off the attacks of 
asthma. 

The treatment of the attack generally resolves itself into the adminis- 
tration of antispasmodics, which may be classified as stimulant and 
sedative. Brandy and water, whiskey and water—best administered 
warm, hot strong coffee, spir. setheris (in drachm doses), and inhalation 
of nitrite of amyl are examples of this first class, and appear to act by 
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promoting large bronchial secretion and expectoration, but the nitrite 
of amyl, which is said to influence the vasomotor system and to relax 
the arteries, has not been successful in my hands in asthma. 

The sedative class of antispasmodics has much greater claims on our 
notice, as several of them, such as belladonna, stramonium, and henbane, 
have been indicated for use by the experiments of C. J. B. Williams 
in 1840, who found that, in animals poisoned by those drugs, the bron- 
chial tubes were dilated, and incapable of being excited by any stimulus, 
and abundant clinical evidence has proved their efficacy in reducing 
the asthmatic spasm, but the difficulty lies in applying them at all times 
to the lungs, and bringing the pulmonary plexus and bronchial muscle 
fully under their influence. 

The popular method of smoking them in cigarettes, or inhaling the 
smoke of deflagrating powders or pastilles, composed of the dried leaves 
of datura tatula, or datura stramonium, or lobelia, or belladonna, and 
nitrate or chlorate of potash, is useful up to a certain point, but in my 
experience the effect is more certain and stronger when the medicinal 
agent is taken into the stomach, or injected under the skin, and although 
use may be made of the various fuming powders for temporary relief, 
reliance should chiefly be placed on medicines containing the antispas- 
modics ; as it would seem probable that the products of combustion of 
a plant must differ greatly from its natural juices, and sap carefully 
extracted, as is now done by pharmacy, and consequently exercise a 
different effect on the system. 

The best way is to combine the stramonium, belladonna, or henbane 
in the form of succus or tincture, with the iodide of potassium, to be 
taken during the day, and to administer a pill of extract of stramonium 
(gr. 4), or belladonna (gr. 4), at night during the attack. 

A useful form is the following: 


Potassii iodidi . 3ij to Ziij. 
Dose.—A tablespoonful in a wineglass of water, three times a day. 


Of the various sedatives to be used during the attack, chloral is one 
of the safest and best, but a dose of from gr. xx to xxx should be 
administered at the beginning of the attack, or, if there be premonitory 
symptoms, before it has actually commenced. A dose at bedtime will 
often enable an asthmatic to sleep through slight early morning seizures, 
and this medicine will, if pushed strongly, control the asthma. In one 
most obstinate case under my care, it was administered in gr. xx doses 
every four hours for several days, and allayed the severe spasm, but 
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induced vomiting and an eruption of purpura. Another asthmatic, 
who can always keep his asthma at bay by hard riding during the 
hunting season, has taken chloral during the rest of the year in doses 
of gr. xx to gr. xxx during his frequent attacks, with no harm what- 
ever, for about ten years. My experience with chloral, which I adopted 
from Professor Biermer’s practice, has, on the whole, been highly satis- 
factory, and I consider it one of the most useful and least harmful of the 
sedative antispasmodics. 

When the paroxysm is very severe, chloroform, or ether, or iodide of 
ethyl may be inhaled, and Martindale’s capsules of chloroform (mx), 
and iodide of ethyl (miij to mv), are specially well adapted to the 
purpose, as being tolerably safe to entrust to nurses and to patients. 
Iodide of ethyl can be inhaled up to mx, and the inhalations even 
repeated at the end of two hours without danger, and while it quiets 
the asthmatic spasm, it also calms the cough which accompanies it. In 
the height of the paroxysm the patient can neither swallow nor inhale, 
and it is then that the hypodermatic injection of morphia (gr. +) or of 
atropia (gr. 5), or of both combined, does great good, and often cuts short 
the attack at the very beginning. Another channel for introducing 
antispasmodics is the rectum, and suppositories of morphia or belladonna 
have often succeeded in relieving the tightness of the breathing when 
other measures were impracticable. With regard to the numerous 
powders, cigarettes, and tablets, if any distinction is to be made, I should 
certainly single out Himrod’s powder (lobelia, stramonium, tea, and 
nitre), the Green mountain cure (also lobelia, stramonium, tea and 
nitre, in different proportions to the Himrod), and Senier’s powder, 
Savory & Moore’s tablets, and the pulv. stramonii comp. of the Brompton 
Hospital pharmacopeeia,' as the most effective. Among the cigarettes, 
Espic’s and Joy’s do most good, and all contain large proportions 
of stramonium and lobelia. Even tobacco-smoking gives relief, and 
Trousseau was able to control his own slighter attacks completely 
thereby. The application of stimulating liniments, such as lin. terebinth. 
aceticum, or lin. ammoniz, to the wall of the chest, during an attack, 
often gives great relief to the breathing, and is well worth a prolonged 
trial. 

One old-fashioned but very effective antispasmodic has been omitted, 
the ethereal tincture of lobelia, and it should certainly be tried, but in 
full doses, say of a drachm, and repeated every four hours while the 
spasm lasts. The various bromides, of potassium, ammonium, and 
sodium, are useful in large doses, but their influence on the pulmonary 
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plexus is not so satisfactory as that of the iodides, though they may 
often be combined with these advantageously, and the addition of a 
drachm of the bromide of potassium to the chloral night-draught gener- 
ally augments its sedative effect. 

AERO-THERAPEUTICS.— The application of a rarefied or compressed 
atmosphere in bronchial asthma has been of late years gaining ground, 
especially on the Continent, where a number of ingenious apparatus 
have been contrived for the purpose. In many of these the air is sup- 
plied through a mask closely fitting to the nose and mouth, from which 
a pipe passes into a hollow cylinder containing a certain volume of air. 
This is plunged into a second or larger cylinder containing water. Con- 
densation of the air is produced by placing weights on the top of the air 
cylinder, and rarefaction by drawing off water from the larger cylinder. 
This is the principle of Hauke’s, Waldenburg’s, Cube’s, and Schnitzler’s 
apparatus. Some of these machines have two cylinders, one for rarefy- 
ing, and another for condensing, which enable the patient to expire into 
the rarefied air, while inspiring the condensed air. 

These apparatus have the advantage of being portable, and in many 
cases a few lessons will enable patients to make a proper use of them, 
but they cannot be employed in a severe attack of asthma, where the 
sufferer is unequal to the exertion they require, or, indeed, to any exer- 
tion. On the other hand, to place the asthmatic in a chamber and 
gradually to condense the atmosphere, as is done in the compressed air 
bath, is as pleasant as it is advantageous, and entails no exertion of any 
kind on the patient’s part. Establishments for compressed air baths 
exist largely abroad, at Paris, Berlin, St. Petersburg, Stockholm, Brus- 
sels, and in many other cities, and in London we have a very good one 
at the Brompton Hospital, which is available for private as well as for 
hospital patients, and I doubt not, when this treatmeut is better known, it 
will be more largely used. The Brompton apparatus for the compressd 
air bath consists of (see illustration): 1, a circular chamber with arched 
roof constructed of sheet iron three-sixteenths of an inch thick, strength- 
ened by girders and ribs of iron, having a diameter of ten feet, and a 
height of eight feet, and capable of containing four persons. The 
chamber is fitted with an inlet pipe for the supply of fresh air, and an 
outlet pipe for the escape of vitiated air; 2, an eight horse steam engine 
for compressing the air; 3, and of a central reservoir to receive the air 
during compression, and to regulate the current, and to act as a filter- 
ing apparatus for purifying and even for cooling it before entering the 
circular chamber. This last is fitted with gauges to record the pressure, 
with an escape valve, and an air-tight cupboard, to enable foods, medi- 
cines, or messages to be passed to the inmates of the bath. Each sitting 
in a compressed air bath occupies two hours, half an hour being occupied 
in raising the pressure gradually to nine or ten pounds (about two-thirds 


| 
\ 
| 
| 
if 
| 
| 
| 
| 
| 
| 


WILLIAMS, TREATMENT OF BRONCHIAL ASTHMA. 135 


of an atmosphere), which pressure is maintained at the full for an hour, 
and the last half is taken up in reducing it to the normal pressure. The 
air rises in temperature during compression, and falls slightly during 
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the reduction of pressure, but the general fault of compressed air baths 
is that the temperature is usually too high, and in summer this is often 
a real difficulty, which has to be met by cooling the air with ice before 
it enters the chamber. 
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I have submitted a large number of cases of asthma to this treatment, 
and almost invariably with great benefit. It appears to lessen the 
severity of the attacks, and to lengthen the intervals between them. 
The great relief comes from the diminution of the emphysema, as evi- 
denced by (1) the reduction of the chest circumference, (2) by the reap- 
pearance of hepatic and cardiac dulness, (3) by greater freedom of 
respiration. Besides this, cough and spasm subside and there is cessation 
of the wheezing and sonorous rhonchus within the chest, the breathing 
is easy, but slow, and the pulse is stronger and tenser than before. It 
would appear that the compressed air and warmth, for they seem in- 
separable, exercise a sedative influence on the pulmonary plexus and 
bronchial muscle, and render them less sensitive to atmospheric and other 
changes after leaving the bath. Not only do the attacks become less 
frequent, but the respiratory capacity, as measured by the spirometer, 
increases, and the general condition is shown by the gain of appetite, 
color, and weight, to be improved. 

A drawback to this treatment is that to insure any good, permanent 
result, a large number of baths must be taken (twenty-four spread over 
one or two months is the minimum, and it is often desirable to extend 
the number to fifty or sixty). 

I have seen patients carried for the first few times into the air bath, 
but soon recovering sufficiently to walk to and from it, and regaining 
strength enough for considerable exertion. I have frequently had 
recourse to this mode of treatment when all medical and hygienic 
methods have failed to reduce the asthmatic spasm, and generally the 
result has been most favorable. I cannot agree with some authors who 
hold that this treatment is only useful in asthma combined with catarrh 
or bronchitis, as I have found it equally advantageous in pure neurotic 
asthma, where the catarrhal element was not present at all, and which 
was, in fact, nothing but a pure neurosis. 

The cases of asthma in which the compressed air-bath is contraindicated 
are those in which there is distinct valvular disease of the heart, or ex- 
tensive cardiac dilatation, but extensive emphysema and bronchitis are 
not contraindications, as both affections are largely benefited by its use. 
Again, it should be avoided in all cases where there is evidence of either 
fatty change in the heart, or atheromatous degeneration of the arteries.’ 

Dietary.—Asthmatics, from necessity, become spare feeders, and are 
often very thin. In so many cases a heavy meat meal is followed by an 
attack that a restricted dietary is inevitable. To certain asthmatics 
certain articles are specially injurious, while to others they are not so. 


1 For further information on this subject, I must refer the reader to my lectures on the Compressed 
Air-bath and its Uses in the Treatment of Disease (Smith & Elder). 
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The dietary which suits most asthmatics best is that which limits them 
to two meat meals, viz., breakfast and lunch or early dinner, and restricts 
their food for the rest of the day to liquids, with only bread, toast, or 
biscuits as solids; the great principle being that the asthmatic should 
retire to bed with gastric digestion quite complete, and thus preclude 
any pressure upward against the diaphragm from flatulent accumula- 
tions in the stomach. Where there is much dyspepsia, and especially 
where flatulency occurs immediately after meals, it is advisable to omit 
sugar and starch from the dietary and to avoid potatoes, and in these 
cases a little alcohol in the form of whiskey, or brandy and water, should 
be taken with lunch or dinner. Coffee is generally a suitable beverage, 
and should be taken at least once a day, black, as it distinctly lessens 
the spasm without rendering the patient sleepless, whereas tea, though it 
is a product of the same natural order of plants, acts in a different way 
and often increases the neurosis. Various meat extracts, such as Brand’s 
and Valentine’s, and strong beef-tea, especially when taken warm, are 
excellent, as they are easily assimilated, and enable the patient to get 
over the asthmatic attack without great prostration. 

It need hardly be added that all articles of food which are in them- 
selves more or less indigestible, such as pastry, pickles, uncooked vege- 
tables, salads, garlic, and fruit, except when perfectly ripe, and we may 
add cheese in its various forms, and richly dressed or highly flavored 
dishes, are to be strictly avoided. 

Cimmate.—To many asthmatics climate is everything, and the fact of 
their being surrounded by an atmosphere in which they can breathe 
freely without fear of spasm means entire abandonment of invalid habits 
and a return to active life, usefulness, and happiness. But of all the 
perplexing questions of climate, the fitting one for an asthmatic is the 
most perplexing, and often involves a series of experiments before success 
is achieved. 

The atmosphere which suits most asthmatics is a dry one, hot or cold, 
as the case may be, and a locality rather devoid of trees, or at any rate of 
deciduous woods. Open heathery commons with a light sandy or gravel 
soil are generally suitable. Fir trees do not seem to affect asthmatics 
injuriously, and the combination of sand-soil and fir trees, such as pre- 
vails at Bournemouth, is usually beneficial. Soil has a great influence, 
and a dry, permeable soil is better than a damp, impermeable one. As 
a rule, clay is pernicious; some asthmatics, however, cannot live on 
either limestone or chalk, though sandstone and granite are rarely com- 
plained of. 

Though asthmatic people prefer dry air, they by no means crave for 
pure air and generally thrive better in towns, especially in smoky ones, 
than in the country. This has been an established fact with most asth- 
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matics, though from time to time we find exceptions. Still it is so 
marked a rule, that it not rarely happens that asthmatics repairing 
from the country to see a London physician, lose their asthma the first 
night they sleep in London, and finding their enemy gone, return home 
without seeing the doctor at all, though unfortunately only to find the 
foe awaiting them in their former haunts. 

There are many asthmatics, too, who reside in London, and as long as 
they do so seldom experience an attack, and are able actually to follow 
their vocations with comfort to themselves; but when they take a holi- 
day in the country, and especially if they go in for cover shooting in some 
well-timbered and thicketed district, invariably get an attack of asthma, 
which makes them hie back to their congenial smoke. I have a patient 
now of this kind. He is an active London solicitor, and as long as he 
resides in London, or goes to the seaside, he is free from asthma, but if 
he accepts an invitation to stay at a friend’s house in the Thames valley, 
or takes an autumn shooting in Surrey or Kent, he invariably has an 
attack of asthma, which a return to London relieves. Hyde Salter used 
to maintain that the more smoky and impure the atmosphere of a large 
town is, the better it is for asthma, and really certain of my cases would 
appear quite to confirm his conclusion, and the curious feature is that 
almost all asthmatics appear to benefit by the London atmosphere, quite 
independently of what locality they come from, mountain or valley or 


plain, wooded or open, sea or inland. The city generally suits them 
better than the West End, and the West End better than the suburbs. 
I will give in outline a very striking case. 


A gentleman, aged fifty-five, was sent to me by Mr. Mules, of Idmin- 
ster, in October, 1873. e had suffered from phthisis, which had been 
arrested by a sojourn in Madeira in 1855. He had considerable consoli- 
dation and fibrosis of the right lung, and he was also liable to attacks of 
gout. He resided in a damp valley in Somersetshire, and for the last 
three months had suffered from severe paroxysmal dyspneea coming on 
nearly every night, and subsiding by day, accompanied by cedema of the 
ankles. The urine was scanty, sp. gr. 1034 and contained albumin. 
There was marked dulness over the lower two-thirds of the right lung 
with bronchophony. Prolonged expiration and wheezing sounds were 
heard over the left lung. There was no displacement of the heart; the 
respiration was slow, with very prolonged expiration. 

After being ten days in London, and taking only a little alterative 
medicine, the dyspnea disappeared, the cedema subsided, and the albumin 
vanished from the urine. iKnding himself so well, he remained in Lon- 
don during November and December, walking out in the fogs, which 
happened to be more frequent and dense than usual, without harm or 
inconvenience. In January, 1874, he tried Dover for a few days, but had 
to return to London on account of the asthma, and staying here con- 
tinued well, with the exception of occasional gouty attacks, until March, 
when he returned to Somersetshire. He was free from asthma until 
June, and then, with the increase and luxuriance of the vegetation, the 
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asthma returned, and obliged him again to take refuge in London. 
During this summer visit he did not at first gain complete freedom from 
the spasm as he had done in winter, owing perhaps to the air being freer 
from smoke, and I had recourse to various climatic experiments to assist 
him. First, I sent him on trips on the river to Gravesend and back, with 
no advantage. He tried the theatre, and in the hot, stifling, gas-smell- 
ing alan te lost his spasm for the time. I then recommended the 
Metropolitan Railway, where he breathed freely, and was especially com- 
fortable in the part between Baker Street and King’s Cross, which is gen- 
erally credited with being the most impure and worst ventilated section of 
the whole line. He travelled up and down the Metropolitan line several 
times a day for a week, and then was able to return to Somersetshire, 
but only to get it again soon after, with renewed dyspnea and with 
cedema of the legs this time; for Weymouth, where he was no better, 
and by my advice, es London was inconvenient for him, he tried Bristol, 
but first sto ping in the outskirts of the city, was no better; but when 
he took up his quarters near Guildhall, in the heart of the smoky city, 
he soon got relief. However, in spite of all these lessons, he once more 
returned to his Somersetshire home, where his troubles soon accumu- 
lated ; the cedema of the legs increased, and ascites appeared with edema 
of the abdominal walls. Albumin and casts were abundant in the urine, 
and it was clear that he was becoming water-logged. In this desperate 
condition he had himself conveyed to London to be under my care, but 
though tapping the abdomen, and amg ag the legs, gave temporary 
relief, he sank, and died exhausted May 25, 1875. 


Though this case was primarily one of phthisis and gout, the asthma 


was the chief and most troublesome feature, and the remarkable influ- 
ence the London atmosphere exercised over this, even when pulmonary 
and vascular destruction had given rise to edema and albuminuria, was 
a striking instance of the climatic treatment of disease. 

The chief points in which the London and other smoky town atmos- 
pheres differ from those of the open heath, of the seashore, or of the 
mountains of Scotland, are, according to the late Dr. Angus Smith, that 
(1) they are more dry, (2) they contain more carbonic acid (it may be 
added, free carbon), and (3) they have less oxygen. It is possible, how- 
ever, that the various emanations from the escape of coal and other gases 
may add to the sedative effect on the asthmatic spasm. 

All cases of bronchial asthma are not so favorably affected by the 
smoky atmosphere, and some patients require dry, pure air, and often 
warm air—I know several instances. For some, Bournemouth is very 
well suited, or, if more warmth be required, one of the warm, dry, non- 
stimulating climates is desirable, such as Hyéres, near Tolon; Cimiez, 
near Nice; and Teneriffe. The climate of Hyéres acts more favorably 
on asthma than any other I know, and its qualities appear to be due to 
its greet warmth, dryness, and distance from the Mediterranean. I have 
seen dozens of asthmatics lose their attacks in this fine climate. The 
Riviera generally is far too stimulating, but I have known asthmatics 
pass winters on the Nile, breathing the desert air with great benefit. 
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Lately the high altitudes have been tried for asthma, and cases of pure 
bronchial asthma, without emphysema, have done exceedingly well at 
St. Moritz and Davos. One patient of mine went to Colorado and lost 
his asthma, and also his fortune in mining speculations at the base of 
Pike’s Peak. Here it must be the great dryness and freedom from dense 
vegetation, and the open-air life, which give immunity from attacks. 


MYXCDEMA. 
FOUR CASES, WITH TWO AUTOPSIES. 


By Henry Hoy, M.D., 
PROFESSOR OF DISEASES OF THE NERVOUS SYSTEM AND OF PSYCHOLOGICAL MEDICINE IN THE 
ALBANY MEDICAL COLLEGE. 


WITH A REPORT OF THE MICROSCOPICAL EXAMINATION. 


By T. MITCHELL PRUDDEN, M.D., 
DIRECTOR OF THE LABORATORY OF THE ALUMNI ASSOCIATION OF THE COLLEGE OF PHYSICIANS AND SURGEONS, 
NEW YORK, 


SECOND PAPER. 


Tue four cases of myxcedema which have been described at length 
in the first paper’ resembled each other very closely. In order to learn 
in what respects they resemble and in what respects they differ from 
other cases already published, I have examined the literature of the 
subject, and, after excluding all cases occurring in idiots, and those 
due to extirpation of the thyroid gland, and several of doubtful diag- 
nosis, I have tabulated 150 cases of myxcedema which have been more 
or less completely reported, and propose briefly to compare the four 
cases which I have reported with these 150 tabulated cases. 

Sex. 2 of the 4 cases are males, and 2 females. Of the tabulated cases 
32 are males and 113 females, while the sex is not stated in 5. Females 
then exceed males in the proportion of about 34 to 1.7 

Age. In the two women, the disease commenced at the age of 
forty-nine years; in one of the men at eighteen, and in the other at 
thirty-three years. Of the tabulated cases, the age at which the disease 
commenced is stated in the cases of 76 women, and of 20 men; the 
earliest age at which the disease commenced was in a child eighteen 
months old, as the result of an injury to the head and neck; and the 
latest age was in a woman sixty-seven yearsold. The disease commenced 


1 See the July number of this Journal. 
2 In this, as in all subsequent inst: 8, the deductions are drawn from the 150 tabulated cases, 
combined with the 4 cases which I have reported. 
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at about the same age in the case of married and of unmarried women. 
The average age at which the disease commenced in the 76 women was 
thirty-eight years, and in the 20 men forty-two years. The following 
table shows the age at which the disease commenced in these 96 cases, 
arranged in decenniums. 
.. 40 to 50 years. . . . 26 


In the cases of 30 women and 10 men the date of the commencement 
of the disease is not given. The following table shows the ages of these 
40 cases at the time the observation was made, the oldest case being that 
of a woman seventy-six years old. 


1 to 10 years . 
10to 20 “ 
20 to 30“ 
30to40 


This table corresponds very well with the first one when we consider 
the long duration of a case of myxcedema. 

It is evident that the disease may commence at any age from infancy 
to old age, but most commonly commences between the ages of thirty 


and forty years (the tabulation shows that it commences with the greatest 
frequency between the ages of thirty-five and forty years). 

Heredity. In the case of the 2 males the disease appeared to be present 
in a mild form in their brothers or sisters; in Case I. the daughter 
showed signs of the disease, and in Case II. there is a strong neurotic his- 
tory in the present generation. In the tabulated cases there are three 
sisters from one family, two sisters from another family, and another 
woman had a sister (case not reported) who had the disease ; thus six cases 
or three families had sisters who had the same disease. Another case 
had both a father and a sister who had it; two other cases had mothers 
who had the disease, and one case (one of the three sisters mentioned 
above) had a daughter in whom the disease was apparently commencing. 
Of the tabulated cases some mention is made of the family history in 53 ; 
in 25 the family history is noted as being good ; in the family history of 
4 there was dropsy ; of 2 there was rheumatism ; of 4 there was cancer ; 
of 9 there was tuberculosis; of 13 there were nervous diseases, and in 
these latter families insanity occurred 5 times. 

In a few cases (8 per cent.), then, there seems to have been a direct 
inheritance of the disease, and in about an equal number of cases the 
disease occured among brothers and sisters. The number of tuberculous 
family histories (17 per cent.) is rather excessive, and the number of 
cases in which there is a neurotic family history (25 per cent.) is 


40 to50 years . . . . 15 
50t060 “ ... .10 
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decidedly excessive, and when we consider the numerous symptoms of 
nervous derangement occurring in myxcedema we are the more inclined 
to attach significance to a neurotic family history. 

Etiology. The two women were both married; each had given birth 
to five children, and in each the disease commenced at the time of the 
menopause. In Case III. there is a history of syphilis and of excessive 
drinking and smoking; while in Case IV. there is nothing which can 
serve as an etiological factor. In the tabulated cases, 82 of the women 
were married, and 14 were single, while in 17 there is no mention made 
of this point. A statement is made in regard to the number of children 
of 64 of the 82 married women, the results of which are that 4 had no 
children, 6 had 1 child, 6 had 2 children, and one of these 6 had 1 
miscarriage; 3 had several children, 10 had 3, and 1 of these 10 had 
also 1 miscarriage; 3 had 4, 3 had 5, 6 had 6, and of these 6 1 had had 
2, and 1 had had 4 miscarriages; 10 had 6, and 2 of these 10 had also 
1 miscarriage each; 7 had 8, and 2 of these 7 had also 2 miscarriages 
each, and 1 had 5 miscarriages; 2 had 9, and 1 of these 2 had several 
miscarriages ; 2 had 11,1 had 14 children and 7 miscarriages, and 1 
had an excessive number of children. Thus 64 women had more than 
300 children and 29 miscarriages. In only 3 of the tabulated cases is it 
definitely stated that the disease commenced at the menopause, although 
in a number of other cases it occurred about that time. Of the tabulated 
cases there is a history of anxiety or mental shock in 27, of menorrhagia 
or excessive hemorrhage in 13, of severe injury in 8 (5 of these being 
injuries to the head), of syphilis in 3, of intermittent fever in 4, of tetany 
or functional spasm in 2; and it is stated that the disease commenced 
during or immediately after pregnancy in 15 cases, immediately after 
an excessive hemorrhage in 6 cases, immediately after an injury in 5 
cases, and immediately after a mental shock in 10 cases. 

Thus the most important etiological factors would seem to be excessive 
childbearing, excessive hemorrhage (it is evident that these two factors 
may be related), mental shock and worry, and injuries, especially in- 
juries to the head. It is to be remembered, however, that hemorrhages 
are a common symptom in myxcedema, and it may be that the hemor- 
rhages mentioned as an etiological factor were an early symptom of the 
disease itself, and that in a certain number of cases the worry which the 
patient assigned as an etiological factor may have been due to the mental 
impairment which often manifests itself later in the course of the disease ; 
for among the cases in which worry is assigned as a possible cause, in 
only two in the fully developed disease is the intelligence said to be good. 

Onset. In the four cases the disease commenced insidiously by a 
gradual and steadily increasing swelling of the skin; in Case III. 
alone, the patient first complained of eczema. Of the tabulated cases, 
10 commenced with neuralgic pains; 5 with an attack of insanity ; 
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3 with erysipelas; 2 with convulsions; 2 with exophthalmic goitre ; 
2 with eczema; and 1 each with tetany, dropsy, and gastric fever. 
Where the disease did not commence insidiously, then, it usually 
commenced with some disease of the nervous or cutaneous system. 

Face. In all the four cases there was a very peculiar and characteristic 
appearance of the face. The complexion was waxy, with a patch of livid 
congestion on each cheek, the skin was swollen, the eyelids wrinkled, 
baggy, and translucent, the lips everted, the nose broadened, and the 
naso-labial fold accentuated, especially as it runs up on the nose. In all 
of the tabulated cases, whenever the appearance of the face is described 
in detail, this same description of it is given; so that this facial appear- 
ance is a constant and characteristic feature of the disease. 

Mucous membranes. In all the four cases not only was the skin of the 
face swollen and waxy, but the mucous membrane of the mouth was also 
swollen and anemic, and the same condition was found to be present in 
the larynx in the three cases in which a laryngoscopic examination was 
made. Either in consequence of this infiltration of the mucous mem- 
branes and probably of the muscles also, or in consequence of a paresis 
of the laryngeal muscles, the vocal cords were not normally approxi- 
mated in phonation in any of these three cases. Of the tabulated cases, 
the mucous membrane of the mouth was swollen in 26, swollen and 
anemic in 25, normal in 5, the gums hypertrophied and vascular in 3, 
and in 91 cases the condition was not noted. The condition of the 
larynx is noted as having been anemic in 2 cases, doubtfully swollen in 
1 case, and normal in 1 case; and in 1 of these cases the vocal cords did 
not approximate closely in phonation. The mucous membrane of the 
mouth was then swollen in 95 per cent., and anemic in 47 per cent. of 
al] the cases in which its condition was noted. The mucous membrane 
of the larynx was anemic in 70 per cent., swollen in 56 per cent., and 
the vocal cords did not approximate closely in 56 per cent. of all the 
cases in which a laryngoscopic examination was made. 

Retina. In connection with the laryngoscopic examination, it may be 
stated that in each of the four cases an ophthalmoscopic examination 
was made and that in the two women there was a slight atrophy of the 
optic nerve, and the retina was hazy as if it were cedematous or 
infiltrated with some substance, while in the other 2 cases the fundus 
was normal. Of the tabulated cases, an ophthalmoscopic examination 
was made in 22. The fundus was found to be normal in 16, there was 
an increase of fibrous tissue in 2, an afrophy of the nerve in 2, a neuro- 
retinitis in 1, and a hazy conditicn of the retina in 1. 

The fundus was, then, normal in about 70 per cent. of the observed 
cases, there was an atrophy of the nerve in 16 per cent., a hazy condi- 
tion of the retina in 12 per cent., and an inflammatory condition of the 
nerve and retina in 4 per cent. 
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Skin. In all the four casés the skin was thickened, dry, rough, and 
scaly ; and in places, especially on the hands, was loose and baggy as if 
the hands were covered with badly fitting parchment gloves. The 
thickening of the skin was more marked on the face, hands, and body, 
than on the legs, and it either did not pit at all or pitted only very 
slightly upon long-continued and strong pressure. It was of a yellow 
tinge, and the two women presented patches of chloasma and pigment. 
Of the tabulated cases the skin is noted as having been thickened or 
swollen in 26; in addition to its being thickened, it is noted as dry and 
rough in 54; to all these qualities the term scaly is added in 39; and 
the skin is called thickened, dry, and wrinkled in 8; in only 1 case is 
the skin noted as having been moist rather than dry, and in 25 cases the 
condition of the skin is not noted. In every instance, then, the skin is 
noted as having been thickened ; it is noted as thickened, dry, and rough, 
or wrinkled in about 50 per cent., and scaly in about 30 per cent. ot 
the cases. It is probable that had the condition been more carefully 
described, it would have been found dry, rough, and scaly more often 
than the figures given above indicate, and that the condition of the 
skin would have been found to be as characteristic of the disease as is 
the appearance of the face. In 12 cases the existence of moles was 
noted, in 13 cases the skin had a yellow tinge, and in 5 cases there were 
patches of chloasma or pigment. 

Hair, nails, and teeth. In all the four cases the hair had fallen out 
more or less completely. from all the parts where it normally grows, and 
in Case I., after it had fallen out, it grew in again. In 3 of the 
cases the nails were badly formed, and in 2 they were brittle. The 
teeth were brittle and broke easily in Case I., and they were loose and 
fell out in Case IV. Of the tabulated cases, the hair is noted as normal 
in 7, as having fallen out more or less completely in 63, as having fallen 
out and grown in again in 34, as having shown an increased growth 
and abnormal appearance in 4, as having been soft in 2, as dull and dry 
in 8, and the condition of the hair is not noted in 70 cases. The con- 
dition of the nails is noted as normal in 3, and as malformed and brittle 
in 10 cases. The teeth were noted as normal in 4 cases, as having fallen 
out in 24, as brittle in 4, as loose in 15, as decayed in 13, and their 
condition was not noted in 92 cases. It may be said, then, that not 
only were the skin and mucous membranes changed in character but the 
epithelial appendages were greatly altered, the hair had fallen out in 
about 86 per cent. of all the cases in which its condition was noted, and 
was altered in character in other cases. The nails were malformed and 
brittle in about 75 per cent. of ail the cases in which their condition 
was noted, and the teeth were noted as being loose or having fallen out 
in about 64 per cent., and as being decayed or brittle in about 28 per 
cent. of all the cases in which their condition was noted. 
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Perspiration and other excretions. In ‘all four cases there was either 
no perspiration at all or it was very slight. The secretion of tears, 
saliva,and mucus from nose was unaffected in Case III., but in each of 
the other three cases these secretions were profoundly affected: thus in 
Case II. they were absent or very scanty till toward the end of life, 
when there was often a free watery discharge from the nose; in Case I. 
the nasal discharge was increased; and in Case IV. all these secretions 
were greatly increased and varied on the two sides of the body; it was 
only necessary for him to bend his head forward at any time to cause 
a watery discharge to drop slowly from his nose. In the tabulated 
cases, perspiration is noted as being absent or greatly diminished in 36, 
and as being increased in 3, in the other cases it is not noted. In 18 
cases there is noted an increased and in 1 a diminished discharge of 
saliva; in 11 cases an increased discharge from eyes and nose, and in 2 
cases polyuria is noted. It seems, therefore, that the perspiration was 
almost constantly diminished or absent, while the saliva and the dis- 
charge from the nose and eyes was almost as constantly increased. 

Temperature. Subjectively all the four cases felt chilly, and they all 
felt worse in cold weather, although in Case IV. the swelling was greatest 
in hot weather. Case I. complained at times of flushing and burning 
sensations, and these sensations were very prominent symptoms in the 
two sisters of Case IV. Objectively, the skin of Cases I: and II. felt 
cold to the touch, and in Cases II. and IV., with the thermometer, a 
subnormal temperature was found not only in the axille, but also in 
Case IV. in the mouth and rectum, and the temperature of his left axilla 
was lower than that of his right. Of the tabulated cases, 45 complained 
of an almost constant feeling of chilliness, although flushing of face and 
flashes of heat, especially in the early stages, were prominent symptoms 
in 4. In 14 cases it is stated that the patient felt worse in cold weather. 
The temperature was found to be normal in 8, and subnormal in 69 
cases. In 9 cases there was a difference between the temperatire of the 
two axille, the left being the lower more often than the right. In one 
case, shortly before death, the temperature fell to 66° F., the pulse being 
20 and the respiration 12. The temperature, then, was found to be sub- 
normal in nearly 90 per cent. of the cases in which a thermometer was 
employed. This subnormal temperature readily explains the chilly sensa- 
tions of which so many patients complain, and it is possible that the 
flushings and burning sensations noticed in some cases, especially in the 
early stages, are due to the fact that the skin cannot get relief through 
perspiration. In the case of the two sisters of Case IV., who complained 
especially of flushing and burning sensations, there was little or no per- 
spiration. 

Pulse. In 2 of the 4 cases the pulse was below 70, in 1 it was 73, 
and in the other case the pulse rate was not noted. In 3 of the cases 
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the sphygmographic pulse curve showed high tension, while in one it 
showed low tension. Of the tabulated cases the pulse rate was below 
70 in 33, and above 70 in 23. In 12 it was small, in 7 weak, in 2 full 
and strong; in 4 there was diminished tension, and in 2 increased ten- 
sion. In the majority of cases, then, the pulse was slow and small, or 
weak. 

Respiration. The respiration was not noted in any of the 4 cases. In 
the tabulated cases the respiration was noted 9 times. In 2 it was said 
to be interrupted; that is, there was a pause after the inspiration as 
long as the inspiration itself; in 4 the respirations were 18 per minute, 
in 1 case 16, and in 3 cases 14 or less. 

Cerebral funetions. In all 4 cases the memory was poor, and the 
mental condition dull and confused ; in three cases there was insomnia ; 
in one there was well-marked insanity, with hallucinations and delu- 
sions, and in two cases vertigo was a prominent symptom. Of the tabu- 
lated cases the mental condition was noted in 102. It was noted as 
normal in 9, as dull or sluggish in 66 ; failure of memory was noted in 
34, insanity or hallucinations in 20, mental enfeeblement in 13, irrita- 
bility in 9, vivid dreams and nightmares in 5, insomnia in 2, and vertigo 
was a prominent symptom in 9. The cerebral functions were, then, 
decidedly affected in most cases. In more than half the cases the mind 
was dull and sluggish, failure of memory occurred in one-third and 
insanity in one-fifth of the cases. 

Special sensibility. In all four cases vision was more or less impaired, 
and there was a concentric limitation of the field of vision which was 
most extreme in Case II., and was slight in Cases I.and IV. The other 
special senses were normal, although Case I. complained of deafness, but 
this could not be detected on examination. Of the tabulated cases, the 
patients stated that their sight was impaired in 24, and normal in 27, 
and in 2 of the 24 cases a careful testing of the vision showed a decided 
impairment of vision. The patients stated that their hearing was normal 
in 25, and impaired in 28 cases. Taste and smell are noted as having 
been normal in 31, and impaired in 11 cases. Thus, in about half of 
all the reported cases the hearing and sight were impaired; while the 
taste and smell were impaired in about one-third of the cases. It is to be 
remembered, that the statements of the dull and stupid patients suffer- 
ing from myxcedema are not altogether reliable, and that they state that 
their sensibility is impaired, when an accurate examination might not 
always reveal any impairment, as in Case I.; so that these figures are 
probably too high. 

Cutaneous sensibility. In all four cases the cutaneous sensibility was 
normal. Neuralgic pains were present in the course of the disease in 
Case II. Of the tabulated cases the cutaneous sensibility was normal in 
35, diminished in 21, retarded in 10, there was hyperzsthesia in 4, and 
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the patients complained of numbness in 14 cases. In addition to the 10 
cases in which the disease commenced with neuralgic pains, such pains 
occurred during the course of the disease in one other case. The impair- 
ment of sensibility was probably rated too high, for the same reason as 
was given concerning the special] senses, but a diminution of sensibility 
was certainly present in a considerable number of cases. 

Reflexes. In all four cases the superficial and deep reflexes were normal. 
Of the tabulated cases the superficial reflexes were normal in 6, dimin- 
ished in 6, tardy in 2, and absent in 3. The deep reflexes were normal 
in 14, exaggerated in 2, diminished in 6, tardy in 3, absent in 5; while 
of 2 other cases the superficial reflexes were exaggerated and the deep 
reflexes absent in the one, and the deep reflexes were exaggerated and 
the superficial absent in the other. The reflex actions were abnormal, 
then, in more than half the cases, being most commonly diminished or 
absent, often tardy, and rarely exaggerated. 

Motility. In all four cases all movements were executed slowly and 
feebly, the walk was unsteady, and they often fell. Of the tabulated 
cases, the condition of motility is noted in 147 ; the movements were slow 
in 13, weak in 21, slow and weak in 75, in 36 the word awkward is 
added, and in 19 it is stated that the patient falls, or is greatly afraid of 
falling. In no case is the motility noted as normal. Therefore the 
movements were executed slowly or feebly, or both, in all reported cases, 
and awkwardly in 24 per cent. 

Speech. In all four cases the speech was slow and hoarse. Of the tabu- 
lated cases the character of the speech is noted in 107, it was normal in 
3, slow in 100, hoarse in 41, nasal in 21, monotonous in 17, and thick 
and indistinct in 20. The speech was, therefore, slow in almost every 
case reported, was hoarse in over 40 per cent., and was changed in other 
respects in many other cases. 

Electrical excitability of the muscles. In all four cases an electrical exami- 
nation of the facial muscles with both the faradic and galvanic current, 
showed no alteration in the quality, but a decided quantitative diminu- 
tion in the electrical excitability of these muscles. Of the tabulated 
cases, the electrical excitability was noted in 13, in 4 it was normal, in 3 
it is merely stated that the muscles responded to one or both kinds of 
electricity, in 5 there was only a feeble response to strong currents, and 
in one case which came on during tetany, as the myxcedema developed 
the electrical excitability, which had been exaggerated, became dimin- 
ished and AnOC=KaCC. It may be fairly doubted whether accurate 
measurements were made in some of these cases in which an electrical 
examination was made, but the electrical excitability of the muscles was 
diminished in at least 60 per cent. of the cases. 

Thyroid gland. In none of the four cases could the thyroid gland be 
felt. It is very doubtful, however, if a normal thyroid gland could be 
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felt in such fat necks as those of these patients. There was no abnormal 
mobility nor compressibility of the trachea in the two cases in which 
this sign was noted. Of the tabulated cases, the condition of the thyroid 
gland was not noted in 82, it could not be felt in 38, it was diminished 
in size in 11, it was normal in 14, it was enlarged in 2, in 1 of which 
there was double exophthalmos, and it had been enlarged, although not 
to be felt at the time of the examination, in 3. In 2 cases the trachea 
was more movable and compressible than normal. The thyroid gland 
appears to have been diminished, then, in 78 per cent. of all cases. 

Supraclavicular fat. In all four cases there were prominent masses 
of fat in the supraclavicular fosse which atrophied somewhat before 
death in the two fatal cases. Of the tabulated cases, the existence of 
this pouch is noted as being present in 24, and as being absent in 3. 
In the other cases no statement is made regarding it. From which it 
would appear to have been present in 90 per cent. of all the cases in 
which its condition was noted. 

Thoracic and abdominal viscera. In all four cases a careful thoracic 
and abdominal examination revealed only healthy conditions, except 
that in one case there was ascites, and in all cases there was an enlarged 
pendulous abdomen. Of the tabulated cases, the abdomen is noted as 
being enlarged or pendulous in 11, in 4 there was ascites, in 17 the 
heart’s action was weak, in 3 there was cardiac hypertrophy, in 4 there 
was reduplication of the heart sounds, in 10 there was accentuation of 
the aortic second sound, in 1 there was valvular disease, in 5 there were 
cardiac murmurs, probably anzemic, and in 4 the arteries were hard and 
resistant. In 61 cases the abdominal and thoracic viscera were noted 
as being normal. In a considerable number of cases, then, there was a 
pendulous abdomen, and in a still larger number of cases the heart 
presented some abnormality. 

Urine. In two of the four cases the urine was free from albumin. 
In Case I. there was no albumin at first, but subsequently albumin and 
casts were found in the urine, and albumin, casts, and blood were found 
in the urine of Case [V. Sugar was not found in any of the cases. Of 
the tabulated cases, the condition of the urine is noted in 113, in 33 the 
specific gravity of the urine was 1015 or less, and in 30 above 1015; 
in 27 the amount of urea excreted was greatly diminished, and in 
1 normal; albumin was absent in 91, and present in 21 cases; in 3 
of these 21 the albumin did not appear in the urine until late in the 
course of the disease, and in 5 of these 21 the albumin was not constantly 
present, but appeared from time to time. Casts were present in the 
urine in 4 cases, and blood in 1. In 1 case there was sugar in the urine 
and polyuria during a short period of time. It appears, then, that ip 
the majority of cases the specific gravity of the urine was low, and that 
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the amount of urea secreted was usually diminished, and that albumin 
was present in the urine in about 20 per cent. of all cases. 

Blood. In all four cases an examination was made of the blood. 
There was no increase in the number of white corpuscles, and the red 
corpuscles were of normal appearance, and in slightly diminished 
number, varying from 3,004,000 to 4,091,000 in the cubic millimetre 
(normal blood containing from 4 to 5 millions red corpuscles in the cubic 
millimetre). Of the tabulated cases, the blood was examined in 17. In 
7 the blood appeared normal, in 4 there was a deficiency of red corpus- 
cles, in 4 there was an increase in the number of white corpuscles, and 
in 2 there were both a deficiency of red corpuscles and an increase in 
the number of white corpuscles. The blood, then, showed a deficiency of 
red, or an excess of white corpuscles, in about 70 per cent. of all cases. 

Hemorrhages. There is no history of hemorrhages in any of the four 
cases, except in Case IV., who frequently suffered from severe hemor- 
rhage from his nose, gums, and bladder. Of the tabulated cases, the 
subject of hemorrhage is noted in 42. In 1 of these it is stated that 
there was no hemorrhage of any kind, in 3 there was amenorrheea, in 19 
there was menorrhagia, in 5 there was an excessive loss of blood during 
or after labors, in 8 there was very excessive hemorrhage after the 
extraction of teeth, in 4 the gums bled easily, in 6 the patients said that 
they bled very easily, and that a slight pin-prick caused either an abun- 
dant hemorrhage, or an extensive ecchymosis, in 3 there was bloody 
urine, in 2 there was frequent and severe epistaxis, in 2 there was 
hemoptysis; in 1 there was purpura, and in 1 the disease commenced 
after a great loss of blood during an operation. Hemorrhage, then, 
occurred in a great variety of ways in about 83 per cent. of all the cases 
in which the symptoms were noted, and must, therefore, be regarded as a 
very prominent symptom of myxcedema. 

Prognosis and course of the disease. In all four cases the symptoms 
presented considerable variations during the course of the disease; the 
swelling of the skin and the other symptoms being much worse at 
certain times than at others. In all the cases the duration of the disease 
was measured by years; Case IV. having lasted ten years. Two of the 
cases died in coma. Case IV. thinks that he is improving, but the 
improvement, if any, is very slight. Case III. has made decided 
improvement, especially in strength and mental clearness, but his 
appearance continues characteristic, and he is far from well. The sister 
of Case IV. claims to have made a complete recovery, but as she was 
not seen when the disease was at its height her claim to be considered 
as a case of myxcedema which has recovered is somewhat doubtful. Of 
the tabulated cases, only 2 ended in complete recovery, but inasmuch 
as one of these cases ran its entire course in seven months, and exhibited 
an unusual degree of paralysis, and the other case is the solitary one in 
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which the skin was rather moist than dry, and as this case is not 
described in much detail the diagnosis of these two cases is not entirely 
above suspicion. In the second of these two cases recovery was 
attended with profuse perspirations. Certainly, if recovery does take 
place, such a termination of the disease is extremely rare. Sume of the 
other cases improved somewhat under various forms of treatment, but 
in no other case did the improvement go on to recovery. The disease 
usually lasts a number of years, and in a few cases lasted between fifteen 
and twenty years. The manner of death is noted in 12 of the 150 tabu- 
lated cases: 6 died in coma, 4 died of pneumonia or other pulmonary 
disease, 1 of pericarditis, and 1 of exhaustion. 

Treatment. In regard to treatment there is little to be said. Nitro- 
glycerin seemed to produce a happy effect at first in Case II., especially 
on the temperature, but it produced no permanent improvement in this 
or in the other cases; and, indeed, none of the few medicines that were 
tried produced any decided effect, except that jaborandi produced no 
diaphoresis in Case IV., but, perhaps in consequence of its failure to 
produce diaphoresis, caused a very alarming condition of prostration. 
The sister of Case IV. claims that she recovered completely under the 
almost daily use of baths and friction. In the tabulated cases the treat- 
ment is not dwelt upon at any great length. Strychnia was given with 
good effect in 3, and without good effect in 3 cases. Tonics were given 
with benefit in 2, and without benefit in 7 cases. Digitalis and iron 
apparently caused improvement in 1 case. Electricity produced a 
good effect in 1, and was without good effect in 1 case. Baths were 
given with good effect in 1, and were without good effect in 3 cases. 
Jaborandi apparently did good in 1, but was of no value in 5 cases. 
Nitro-glycerin seemed to produce an excellent effect in 1, but this case 
subsequently relapsed and was worse than it had been before, and the 
same drug was given in 3 other cases without benefit. Arsenic, milk 
diet, friction and hot-air baths were beneficial in 1 case each, and 3 cases 
exhibited an improvement which could not be attributed to any special 
method of treatment. 

Pathological anatomy. If we turn from the consideration of the 
clinical aspects of the disease to that of its pathological anatomy, we 
have as a basis for such a consideration the post-mortem examination of 
two of the four cases, and Dr. Prudden’s most important and complete 
reports of the microscopical examination of the organs in these two 
cases. The most marked lesions found (and they are almost identical 
in the two cases) were: 

1st. A separation of the fibres of the superficial layers of the corium, 
as if the skin had been infiltrated with some fluid or semi-fluid substance, 
which, in the first case, certainly, was shown not to have been mucin. 
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Along with this change in the skin, there was, in the second case, a 
simple atrophy of the hair follicles. 

2d. Almost complete destruction of the thyroid gland, which is shown 
not only by its small size, but also by an excessive atrophy of the 
parenchyma and a greatly increased amount of connective tissue. Very 
remarkable is the new formation of lymphatic tissue in the thyroid. 

3d. Arterial lesions. The arteries throughout the body were the seat 
of obliterating endarteritis, with more or less atheromatous degenera- 
tion, and in places the arteries presented amyloid degeneration. Collec- 
tions of small spheroidal cells were grouped about the smaller blood- 
vessels in many localities, and hemorrhages and hemorrhagic infarctions 
bore witness to the arterial degeneration. 

4th. Hypertrophy of the left ventricle. 

5th. Chronic diffuse neuritis. 

6th. Interstitial hepatitis. 

7th. Fat is atrophic, and this atrophy is most marked where the fat 
has a gelatinous appearance, as was the case with the subpericardial 
fat in Case IT. 

8th. Fatty degeneration of the suprarenal capsules. 

In both cases there was an increase in the subarachnoid fluid, and in 
one case an effusion into the serous cavities generally. In Case I. there 
were cerebellar hemorrhages and hemorrhagic infarctions in the mucous 
membrane of the stomach. In both cases there were pleuritic adhesions. 
In neither case was anything abnormal found in the sympathetic or 
cerebro-spinal nervous system. 

Of the tabulated cases there is a more or less complete report of an 
autopsy in 17. In none of these is there any special description of the 
skin except that cutaneous cedema was noted in 2 and purpura in 2, but 
in 4 cases of myxcedema portions of the skin were excised during life 
and examined, with the result that there was a widening of the lymph 
spaces and crowding apart of the tissues in 3, a thickening of the 
vessel walls in 2, an increase in fibrous tissue in 1, and in 1 the connective 
tissue was indistinct and seemed to be made up of gelatinous fibres. 

The condition of the thyroid gland was noted in 8 cases. It was atro- 
phied in 6, and was so injured in making the autopsy in 1 that its size 
could not be determined, in 1 it was the seat of a cancerous growth 
which had apparently commenced subsequently to the development of the 
myxcedema, in 1 case there was “ cell proliferation,” and in 1 case new 
growth of connective tissue in the thyroid. Dr. Hadden’ stated, at a 
meeting of the London Medical Society in 1885, “that he had exam- 
ined the thyroid gland in six or seven cases of myxedema. Outside the 
acini there was a round-celled infiltration which became organized into 
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fibrous tissue ; the cells of the acini underwent proliferation and became 
fibrous in structure.” 

Thickened arteries were noted in 8 cases, and in 1 case it was noted 
that there was thickening of the adventitia of the arteries and almost 
eomplete obliteration of their calibre. Hemorrhage is noted in 2 cases 
(both cerebral). 

Hypertrophy of the left ventricle was noted in 6, dilatation in 1, and 
the heart was said to be normal in 2 cases. 

The condition of the kidney was noted in 14 cases, it exhibited the 
lesions of chronic diffuse nephritis in 12, it was cystic in 1, the adventitia 
of the arteries was increased in 1, and the kidney was normal in 2 
cases. 

The liver was the seat of interstitial hepatitis in 5 cases, and was 
normal in 2. 

The fat of the body was yellow and moist in 2 cases. 

The suprarenal capsules were atrophied in 1 case and normal in 1 


case. 
In 5 cases there were ascites and effusion into the pleural cavity, 
and in 6 cases effusion into the pericardium. In 2 cases there were 
general pleuritic and peritoneal adhesions. There was an increase in 
the subarachnoid fluid in 1 case. 
The brain was normal in 2 cases, there was cortical atrophy in 2, and 
cerebral hemorrhage (mentioned above) in 2. The spinal cord was 


normal in 1 case, and the anterior horns were degenerated in 1 case. 
The peripheral nerves were examined in 1 case and found to be normal. 
The sympathetic ganglia were hypertrophied in 1 case, normal in 1, 
and in 1 the interstitial tissue was increased in amount without there 
being any new growth of it. 

The pituitary body was normal in 2 cases, and hypertrophied in 1. 
The mucous membrane of the larynx was swollen in 3 cases. The sub- 
maxillary gland was normal in 1 case, and in 1 case the interstitial tissue 
was increased in amount without there being any new growth of it. 

The connective tissue generally throughout the body presented a 
“sodden” appearance in 1 case, and was swollen and translucent in 2 
cases. 

The description of most of the autopsies is fragmentary, at least in 
the form in which I have found them reported, and leaves much to be 
desired ; but as far as they go the results of the autopsies confirm the 
deductions which have been drawn from Dr. Prudden’s report, and, in 
addition to these, they show that the mucous membrane of the larynx 
is usually swollen, that the cortex of the brain is sometimes atrophied, 
and that there is an alteration in the connective tissue throughout the 
body. The changes in the other organs are found so rarely that they 
may well be accidental. 
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Chemical examination. In Case I. the skin was examined for mucin, 
and no more mucin was found in this skin than was found in an equal 
quantity of skin of a fairly well-nourished woman, which was taken as 
a control experiment. Among the tabulated cases, an examination for 
mucin was made in three cases. In one no excess of mucin was found, 
in another fifty times as much mucin was found in the skin as was found 
in an equal quantity of cedematous skin, and in the third case the mucin 
in the skin was found increased, being 0.08 per cent., although I can 
find no account of any control experiment having been made. 

It appears, then, that the amount of mucin in the skin is not so 
invariably increased as has been supposed, or as would justify the 
name myxcedema, and that the peculiar nature of the edema in these 
cases does not depend, in many cases at least, upon an infiltration of the 
skin with mucin. A possible explanation of the fact that in myxedema 
the skin, although cedematous, does not pit upon pressure is contained 
in Dr. Prudden’s observations that the separation of the fibres and the 
dilatation of the lymph spaces in the skin of the two myxcedematous 
cases which he examined were in those superficial layers of the corium 
in which the interfibrillary spaces are much smaller, and the interlace- 
ments of the fibres much finer than in the deep layers, which seem 
more frequently to be the seat of ordinary edema. From these smaller 
spaces, surrounded by a finer network of interlacing fibres, fluid is 
neither so easily driven by pressure nor so easily affected by gravity, as 
it is from large spaces surrounded by a coarse network of fibres. 
Probably in this difference in the situation of the fluid lies the difference 
between the swelling of the skin in myxcedema and in ordinary edema. 


From this summary of the symptoms and lesions of myxedema it 
appears that the disease manifests itself by very characteristic symptoms, 
which affect especially the cutaneous, the nervous, and the vascular 
systems. 

Cutaneous system. The skin is swollen without pitting, dry, scaly, and 
cold, the hair and teeth frequently fall out, the nails become brittle, 
and perspiration is either greatly diminished or absent. The mucous 
membranes are also swollen, but their secretion is usually increased. 

Nervous system. There is mental sluggishness and impairment, and 
insanity is frequent; sensibility, both special and general, is impaired 
in about half the cases; the muscles act feebly and sluggishly in all 
cases ; the reflex actions are frequently diminished ; speech is slow, and 
in more than half the cases hoarse; and numbness and neuralgic pains 
are frequently present. 

Vascular system. In the majority of cases the pulse is slow and small, 
and the heart presents some abnormality. The blood is often in an 
anemic condition, and very frequently there are severe hemorrhages. 
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The temperature, especially the surface temperature, is subnormal, which 
may be considered in part a nervous symptom. 

The lesions found in the disease are a nearly complete atrophy of the 
parenchyma of the thyroid gland, with, in my cases at least, a new 
formation of lymphatic tissue in the gland ; a general obliterating endar- 
teritis, with consequent left-sided cardiac hypertrophy ; a chronic diffuse 
nephritis; an interstitial hepatitis; a degeneration of the suprarenal 
capsules; an atrophy of the fat, and a general cedema or infiltration of 
the skin and mucous membranes. 

If we attempt to explain the symptoms of the disease by its lesions, 
we must seek this explanation either in the disease of the thyroid gland, 
in the endarteritis or in the chronic diffuse nephritis; for the other 
lesions are all frequently found at autopsies without having produced 
any decided symptoms during life. Certainly the endarteritis and the 
nephritis could explain many of the symptoms, such as the hypertrophy 
of the left ventricle, the slow, small pulse, the tendency to hemorrhage, 
the pallor and coldness of the skin, the effusion into the serous cavities, 
the edema and albuminuria when present, many of the nervous symp- 
toms, and the frequency with which life ends in coma or from pneu- 
monia. The other symptoms of myxedema, however, are not to be 
explained in this way; and general obliterating endarteritis, together 
with chronic diffuse nephritis, is often found at autopsies of cases which 
during life did not at all present the clinical picture of myxedema. 
We are, then, forced to seek for an explanation of the symptoms in the 
disease of the thyroid gland. We know almost nothing about the 
function of this gland, and are, therefore, entirely unable to predict 
what effects would result from the cessation of its functional activity ; 
and in solving this question must study, Ist, the results of its destruction 
by disease ; 2d, the results of its removal in man; 3d, the results of its 
removal in animals. 

Results of its atrophy from disease. Cretinism is a condition which so 
closely resembles myxcedema that the first cases of myxcedema ever pub- 
lished were reported by Sir William Gull under the title “On a Cre- 
tinoid State Supervening in Women in Adult Life,’ and in sporadic 
cretinism the thyroid gland is either entirely absent or extremely atro- 
phied or degenerated, as it is in cases of myxedema. Dr. Ball, in his 
able article on myxcedema,’ points out the above fact, and says, “ It is a 
suggestive fact in this connection that deficiency of the thyroid body, as 
the result of disease, has never been observed except in connection with 
cretinism or cretinoid symptoms.” 

Results of the removal of the thyroid gland in man. In 1883, Prof. 
Kocher reported eighteen cases of a disease which he called “ cachexia 


1 Transactions of the Clinical Society, London, 1874, p. 180, 
2 New York Medical Record, 1826, ii. p. 29. 
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strumipriva,” but which resembled myxcedema in all respects, and which 
had apparently resulted from the complete removal of the thyroid gland.’ 
Since then many surgeons have given reports as to the effects of extir- 
pation of the thyroid which are somewhat contradictory ; but as a result 
of the discussion we may safely say that in a considerable number of 
cases complete extirpation of the thyroid, not only in Switzerland but in 
other parts of the world, has been followed by a condition altogether 
similar to myxcedema, which is called cachexiastrumipriva. Fuhr’ states 
as a result of his investigations on this subject: “After extirpation of 
the thyroid two accidents occur: one comes on in women immediately, 
and is a form of tetany which is much more fatal than ordinary tetany, 
causing a cramp of the diaphragm; the second comes on months and 
years after the removal of the gland, and is the condition of cachexia 
strumipriva.” 

Extirpation of thyroid gland in animals. The thyroid gland has been 
removed by a number of experimenters from animals, especially from 
monkeys, dogs and cats, and almost all the observers agree that the 
result of such extirpation is a condition resembling myxedema. Prob- 
ably the most noteworthy experiments in this direction are those of 
Victor Horsley,* who experimented on monkeys, and who found that a 
day or two after the operation muscular tremors appeared, which at 
once disappeared on voluntary effort ; these tremors increased in intensity 
and affected all the muscles of the body; the animal became languid, 
paretic, and imbecile; then puffiness of the eyelids and swelling of the 
abdomen followed, with increasing hebetude; the temperature became 
subnormal ; there was intense pallor and oligemia, and the animal died 
perfectly comatose usually five or seven weeks after the operation. On 
studying these symptoms individually closer resemblance to myxcedema 
was found than is even shown by the summary given above. 

As a result, then, either of the destruction of the thyroid gland by 
disease, or of its removal in man or animals, a condition is produced 
which very closely resembles myxedema; and although in the case of 
extirpation of the thyroid the attempt has been made to explain the 
resulting symptoms of myxcedema by a cicatricial narrowing of the 
trachea, or by an injury of the cervical sympathetic, yet neither of these 
attempts has been in the least successful; and the symptoms of myx- 
cedema in these cases must be regarded as the direct consequence of the 
loss of functional activity of the thyroid gland, and not to any secondary 
injuries of the operation. We do not know what the function of the 
thyroid is, the loss of which causes the symptoms of myxcedema ; but the 
new growth of lymphatic tissue in the thyroid in my two cases tends to 


1 Arch. f, klin. Chir., 1883, vol. 29, p. 254. 
2 Archiv, f. experimentelle Pathologie u. Pharmakologie, 1886, vol. xxi. p. 387. 
8 British Medical Journal, 1885, i. p. 111. 
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confirm Horsley’s statement that there is normally lymphatic tissue in 
the thyroid gland, and points to a hemapoietic function of the gland. 
However obscure the function of the thyroid gland may be, there can 
be little doubt that its lesion is the essential lesion of myxcedema.' 


SOME REMARKS ON THE RADICAL CURE OF HYDROCELE: 


WITH NOTES OF TWO CASES OF EXCISION OF THE TUNICA VAGINALIS, 
FOLLOWED BY RECURRENCE OF THE HYDROCELE. 


By Henry Morris, M.A., F.R.C.S., 


SURGEON TO THE MIDDLESEX HOSPITAL AND LECTURER ON SURGERY IN THE MEDICAL SCHOOL, 


In the history of hydrocele, there have been, both in ancient and 
modern times, frequent alternations between what may be called the 
closed and open methods of treatment, namely, injections on the one 
hand, and tents, setons, caustics, incision and excision, on the other. 

Many of the ancients, amongst them Celsus, Galen, tius and Paulus 
Xgineta, treated hydrocele of the tunica vaginalis testis by excision. 
In the eighteenth century Saviard, Garengeot and Le Dran amongst the 
French surgeons, recommended the excision of the greatest part of the 
vaginal cyst when thick and callous. In England, about the same 
period, incision and excision were practised by, and advocated in the 
writings of many surgeons, and particularly by Douglas, Percival Pott 
and Joseph Bell. Mr. Sharp was the great advocate of incision, but at 
a later period he considered the cutting away of a portion of the tunica 
vaginalis advisable. Baker, Robertson and Monro, on the other hand, 
had used and recommended the caustic. 

Mr. John Douglas, writing in 1755, advised the excision of the tunica 
vaginalis even in recent hydroceles, and thought this practice indispens- 
ably necessary in hydrocele of long standing. His manner of operat- 
ing, which he described in detail, consisted in, first of all, taking away 
an oval piece of the skin of the scrotum, in length equal to the long axis 
of the hydrocele, and in width at its widest part equal to the widest part 
of the tumor. This done, the vaginal sac was opened, the fluid evacu- 
ated and the vaginal tissue cut through on each side of the testis and 
spermatic cord and removed, so that all the sac, excepting what covers 
the spermatic cord and testicle, was entirely removed. Percival Pott, in 
a letter to Mr. Douglass, described the method of excision performed by 


1 While correcting the proof of this article I learned that the Myxcedema Committee of the London 
Clinical Society had published their report, but I was unable to procure a copy of it in time to compare 
with the summary given above, which is necessarily imperfect, because many of the cases on which it 
is based are imperfectly reported in the journals in which I found them, 
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him as follows: “I divide the scrotum (and the sac at the same time) 
through its whole length, and then directing an assistant to hold the 
lips of the divided scrotum in a proper manner, I dissect the cyst from 
it on each side and take away as much of it as I can without injuring 
the testicle or spermatic cord.” He never found it necessary to remove 
any part of the scrotum as Mr. Douglas used to do; and he adds that 
he had used the method of excision he described in a great number of 
cases for seven years, and had never seen any reason to disapprove of, or 
to alter it. Joseph Bell considered that when thickened and hardened, 
the tunica vaginalis should undoubtedly be. removed, and that great 
enlargement of the sac rendered excision occasionally desirable. Cur- 
ling, writing in quite recent times, remarks “in old hydroceles, with a 
sac greatly thickened, excision of a large portion of the dense tissues is 
the best remedy. The cure is speedier and more satisfactory than when 
only incision is performed.” 

Pott at one time classed together injections with the ligature and the 
cautery as remedies which, “ happily for mankind, were then quite laid 
aside.” He had fully described and usually practised—under certain 
cautions and restrictions—incision, and in some cases excision of a por- 
tion of the tunica vaginalis. During the last twenty years of his life, 
however, he advocated setons in preference to any other mode of radical 
cure. 

When Sir James Earle wrote, the seton, owing to the influence of 
Pott, and the caustic, through the advocacy of Mr. Else, were the 
methods commonly employed in England, but some surgeons had re- 
turned to the old practice of incision and excision. The teaching of 
Sir James Earle led to the very general adoption of injections, especi- 
ally of iodine, and Mr. Pott, having once more altered his opinion, so 
far approved of the treatment by injection, that he declared to Sir James 
Earle not long before his death, his intention of giving it a fair trial. 

Up to this period the quantity of fluid injected was considerable, and 
this it was which led to the disasters of the treatment, namely, to extray- 
asation of the injection by the side of the canula into the cellular tissue, 
and thus to inflammation, suppuration and sloughing of the scrotum. 
In 1834 Sir Ranald Martin published his first paper in the Transac- 
tions of the Medical and Physical Society of Caleutta, and in 1842 
(April 30th) appeared his communication to the Lancet. These papers 
led to the general employment of iodine and to the diminution in the 
amount of fluid injected. With this change in the manner of injection 
there may be said to have ended the occasional disastrous accidents 
which formerly occurred. 

It may be safely said there is no treatment of hydrocele, however 
severe, which has not been followed by relapse. In ancient times, 
Albucasis, speaking of excision, alludes to the possibility of relapses 
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after it. Pott’s experience with excision was, so he tells us, uniformly 
satisfactory. But Joseph Bell states that he had met with cases of recur- 
rence after incision, owing to want of care in obliterating, by adhesive 
inflammation, every part of the vaginal sac before allowing the divided 
edges of the tunica vaginalis to adhere to the testicle; and in speaking 
of excision of the sac, he says, with a view to preventing relapse, that 
the dressing and after-treatment must be the same in every respect as in 
simple incision. Thus, it is possible that he may have known of failures 
from excision when practised in the incomplete form described by him. 
I have known of cases of antiseptic incision followed by recurrence, and 
I have seen excision performed with success after both iodine injection 
and free incision had failed. I have on several occasions practised exci- 
sion, by which, of course, is always meant excision of the parietal portion 
of the tunica vaginalis (and some include also that covering the cord), 
but not the visceral layer covering the testicle itself. But the only in- 
stances in which I have seen recurrence after excision are the two cases 
herein recorded. Nor am I aware of any published cases of recurrence 
of the hydrocele after excision of the vaginal tunic of the testis in the 
manner described by any of the authors who have mentioned it. 

The cases I shall relate show that the excision of nearly the whole 
tunica vaginalis is not a guarantee of success, but that as in the case of 
abscess, dermoid, sebaceous and other cysts, so in vaginal hydrocele a 
small corner of the cavity unobliterated, a small portion of the sac left 
behind, may serve as the nucleus of a new formation. 

To be quite certain of a cure, the vaginal cavity must be entirely ob- 
literated either by firm universal adhesion of the two surfaces of the 
sac, or by the filling up of the sac by granulation tissue. That a mere 
alteration in the secreting character or capacity of the membrane with- 
out the formation of adhesions may lead to a permanent cure there is 
good reason to believe, from the records of Hutin, Velpeau, Chaumet 
and Boinet, as well as from cases in the experience of most modern sur- 
geons. But we are quite unable to guarantee a permanent cure in this 
way, even though years have elapsed without re-accumulation. A case 
of vaginal hydrocele was tapped by Curling twenty-five years after it 
had been “cured” by Sir A. Cooper by injection, the hydrocele having 
returned only during the six months previous to the patient coming 
under Mr. Curling’s notice—i. e., twenty-four and one-half years after 
the radical treatment. 

In the two instances of radical cure which Sir C. Bell examined after 
the injection treatment there was adhesion; and the medium of adhe- 
sion had changed into a perfect cellular tissue. The adhesion, to be cer- 
tain of cure, must be general, not partial, nor trabecular in character. 
I have, on some occasions after the injection treatment, seen recurrence 
of the hydrocele in a loculated or many-chambered manner, owing to 
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the trabecular form of the adhesions excited by the first injection. In 
such cases a second or third injection has sufficed to complete the cure 
by provoking universal adhesion of the two surfaces of the sac. 

The following is a good illustration of the condition referred to: 


George P.., set. forty-three, was sent to me by Dr. Rutherford, of Paul- 
borough, on October 5, 1874. For three years he had had an increas- 
ing vaginal hydrocele of the right side, which, at the time of admission 
to the hospital, was the size of a cocoanut and translucent. On October 
7th, thirty-two ounces of typical hydrocele fluid were withdrawn, and 
half an ounce of a mixture of equal parts of tr. iodine and water was in- 
jected—half of which was withdrawn after a few seconds. On October 
17th there was evidently a quantity of fluid re-accumulated, and on 
tapping between eight and nine ounces of clear yellow fluid were with- 
drawn. This fluid was not all confined in a single chamber, as shown 
by its running slowly, and only in response to considerable pressure 
and kneading of the swelling, and after turning the canula in various 
directions. 

Two drachms of a mixture of three parts of tr. iodine to one of water 
were injected and left in the sac. 

On November 4th, there was no re-secretion of fluid but a good deal 
of thickening of the tunic, and some enlargement of the body of the 
testis and epididymis—the whole being together the size of an orange. 
This gradually diminished. 

In August, 1887, nearly thirteen years afterward, Dr. Rutherford, 
after seeing and questioning the patient, informed me that there has 
never since been any return of the hydrocele. 


It is probable that cases which have taken such a course after injec- 
tion, as the above, are amongst the most satisfactory and permanent of 
cures, and that their process of cure is by universal obliteration of the 
sac by adhesions. 

But the occasional failure of the injection treatment—according to 
some, the failures are as many as twenty per cent. with the iodine 
method; the general opinion that certain conditions of the sac and 
testicle are unfit for injection treatment; the influence which the anti- 
septic treatment of wounds has exercised, and, perhaps, also the success 
attending the various modern operations for the radical cure of hernia, 
have induced many surgeons to revert to incision and excision. 

From a comparison between the closed and open treatment—i. e., the 
treatment by injection on the one hand, and incision and excision on the 
other—there does not seem to be much, if anything, to choose, either as 
to certainty of result or duration of treatment. Nor does it appear that 
either the thickness and opacity of the sac, or the simple enlargement, 
or enlargement with irregularity in shape, of the testicle; or the great 
size of the tumor, or the encysted nature of the hydrocele, or the previous 
failure of the iodine treatment is of itself sufficient reason for reject- 
ing the iodine treatment in favor of incision or excision. But, on 
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the other hand, there seems to be nothing which need deter a surgeon 
from incising or excising a hydrocele under either of the above condi- 
tions, unless it be that a cutting operation is dreaded by the patient or 
is deemed dangerous to the particular individual. 

As the complete obliteration of the cavity of the tunica vaginalis is 
the only security against a recurrence of the hydrocele; and as this 
result can be obtained as completely by the adhesion which follows 
injections as by the granulations which result from incision or excision ; 
and further, as relapses are known to follow incision and excision no 
matter how thoroughly performed, we cannot yet be said to have dis- 
covered a more satisfactory mode of radical cure than the injection of 
small quantities of some irritating fluid, after the manner in vogue since 
the publication of the papers above referred to by Sir Ranald Martin. 

The only cases in which, as it seems to me, it would be better to 
incise or excise than to inject, are the following: 

1. When we are in doubt as to the precise nature or relations of the 
hydrocele sac—e. g., as to whether the tumor is a congenital hydrocele, 
or a hydrocele of a hernial sac. 

2. In some cases, when hernia, whether reducible or irreducible, com- 
plicates a hydrocele. 

3. When a foreign body in the tunica vaginalis is the cause of the 
hydrocele. 

4. When we have reason to think that the hydrocele is caused by, or 
associated with, a diseased condition of the testis, for which castration 
would be the right treatment. 

5. When, as in a case I have recently operated upon, a vaginal hydro- 
cele is associated on the same side with an encysted hydrocele of the 
cord anda bubonocele. In this last case excision of both the hydroceles, 
and the hernial sac, and closure of the pillars of the external abdominal 
ring were successfully accomplished at the same time. 

After either incision or excision, it is advised, in order to obtain com- 
plete obliteration of the hydrocele sac, to scrape gently the surface of 
the remaining membrane, or rub it over with iodine, carbolic acid, 
chloride of zinc, or some other stimulating fluid, and throughout the 
healing process to keep the wound well drained or dressed from the 
bottom, with lint or gauze coated with boracic ointment, or iodoform 
and vaseline. The advantage of stuffing the wound with lint moistened 
with oil, or coated with ointment, instead of with dry lint is, that the 
former can be easily removed at the first and every successive dressing 
if needful, with little or no pain, and without risk of exciting hemor- 
rhage. 

The modern “ antiseptic incision” differs from the old method of a 
long free incision, and subsequent stuffing of the sac. The “ antiseptic 
incision” is practically only the “tent” treatment, employed under 
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antiseptic dressing, and after stitching the vaginal sac to the skin of 
the scrotum. The principle is the same as that of the “tent,” and the 
process of cure is the same as that sought for by injection, free incision 
and stuffing, and excision. 


Case I. Hydrocele of unusual shape of the tunica vaginalis of the testicle 
and cord ; excision of the sac; recurrence of the hydrocele, and ultimate 
cure by incision.—Charles G., xt. twenty-four, a coachman, was admitted 
into the Middlesex Hospital on April 12, 1886, with a large swelling on 
the right side of the scrotum, extending upward along the whole length 
of the inguinal canal. 

Two years before he had received a blow on the right testicle. The 
testicle swelled, and was painful for a short time, and very soon a large 
swelling occupied the right side of the scrotum, which was tapped on 
June 16, 1885, when forty ounces-of clear fluid were withdrawn. 

The hydrocele gradually refilled, and was again tapped at the%end of 
November, 1885, when from six to eight ounces were drawn off, and 
some iodine was injected ; but the hydrocele returned. 


Fia. 1, 


On admission the right side of the scrotum and right groin were very 
much enlarged, and the skin over the scrotal part of the tumor was 
tense and thin. The hydrocele was of an unusual form, being somewhat 
constricted—hour-glass fashion—at the top of the scrotum ; the part 
above was smaller, of an oblong shape, and occupied the inguinal canal ; 
the part below the constriction was of a rounded or oval shape. The 
testicle was plainly seen and felt at the anterior and lowest part of the 
scrotum, where it projected below the inguino-scrotal tumor. The 
testicle was slightly enlarged. The tumor gave a very distinct impulse 
on coughing, was dull on percussion, did not diminish in size on pressure, 
and was translucent in certain parts. 

The diagnosis lay between hydrocele of a hernial sac and a hydrocele 
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of the tunica vaginalis, the funicular function of which had remained 
unobliterated as high as the internal abdominal ring. 

The position of the testicle suggested the possibility of the former, but 
the history pointed to the latter. The impulse on coughing, and the 
shape of the tumor seemed consistent with either, and the harmless 
injection with iodine negatived neither the one nor the other. 

But the failure of the iodine injection and the very close proximity of 
the upper end of the sac to the peritoneum, determined me to excise the 
sac wel than repeat the injection; and if I found the sac communi- 
cating by a narrow orifice with the peritoneum, as might have been the 
case, whether the sac was of hernial or vaginal origin, I could transfix 
and ligature the neck as one commonly does in excision of the sac of a 
hernia. Having decided on the excision method, I promised my patient, 
arms | enough, as it proved, that I would completely and permanently 
cure him of his hydrocele. 

On the 14th of April, an incision about three inches long was made 
over the front and outer part of the tumor and through the tunica vagi- 
nalis, from which bcc? gnc ac of clear amber-colored fluid were It 


out: and then, with a finger in the interior, the sac was found to end 
above in a narrow, blind extremity close to the internal ring. The sac 
was easily peeled and dissected away from the structures of the cord and 
surrounding inguinal and scrotal tissues, and cut off close around the 
testicle. The cut edges of the small remaining portion of the vaginal 
sac were stitched together with fine catgut sutures, so as to leave the two 
layers of the sac in close apposition with one another upon the testicle. 


Fie. 2. 


Shape of portion of sac removed. 


A drainage tube was inserted in the cellular tissue space, from which 
the hydrocele sac had been removed, and the edges of the external wound 
were brought together by two or three silk sutures. Iodoform cotton- 
wool and a spica bandage formed the dressings. 

The portion of the sac removed was cylindrical, with an irregular-cut 
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edge below and a funnel-like prolongation above longer than the index- 
finger. This process when filled with water, which it perfectly retained, 
looked like the distended thumb-stall of a large glove. The sac was 
somewhat thickened, but the part corresponding in position with the 
external abdominal ring was thinner than the rest. 

Some inflammatory swelling followed the operation, but the patient 
made a good recovery, and left the hospital well on May the 11th, four 
weeks all but a day from the operation. 

On November 2, 1886, he returned to the hospital with a swelling on 
the same side of the scrotum, which had commenced to form in the 
beginning of October, just six months after the excision of the former 
hydrocele sac. 

On admission the swelling was tense, elastic, translucent, and of a 
very irregular shape. It was quite hard, gave no impulse on coughing 
and was situated in the upper part of the scrotum reaching nearly as 
high as the external pe A ring, being prevented from hanging 
down by the tough and contracted scar-tissue in the scrotum. 

There was no possibility of doubting that it was a hydrocele of that 
small remnant of the old sac which had been left at the operation. 

On November 3d an incision two inches long through the old scar was 
made into the sac and two ounces of clear straw-colored fluid of ordinary 
hydrocele character were drawn off. 

The cavity was stuffed with boracic lint and iodoform dressing was 
applied over the wound. No sutures were used. The lint stuffing was 
removed on the seventh day and a drainage tube was substituted. A fair 
quantity of pus was discharged for two or three days after the removal 
of the lint, but on the twelfth day after the operation it was barely 


sible to introduce the drainage tube, and on the eighteenth day the 
patient left the hospital quite well. He has remained well since. 

Case II. Old double hydrocele. One sac treated by excision; the other 
by repeated tappings. Reaccwmulation on the side treated by excision. 
Ultimate cure of both hydroceles—Thomas K., et. thirty-four, a carpen- 
ter, was admitted on April 12, 1887, on account of a large double hydro- 
cele which he had had for five or six _—_ Just before the appearance 


of the hydroceles he strained himself, and soon began to suffer pain in 
his testicles; ever since then there has been a gradual increase in the 
scrotal swelling. No treatment has ever been employed until his first 
visit to me, when I drew off twelve ounces of turbid, yellow fluid from 
the right, and twelve ounces of rather turbid, reddish fluid from the left 
tunica vaginalis. Before the tapping the scrotum was seen as a very large 
rigid binoval swelling hanging down in front of his thighs. The division 
between the two sacs was indicated by a vertical depression in the scro- 
tum. Each portion was hard, tense, and slightly elastic but not fluctu- 
ating; neither hydrocele transmitted light or was tender on manipulation. 

On puncturing, a great deal of resistance was experienced to the transit 
of the trocar—due to the thick and almost cartilaginous toughness of 
the tunica vaginalis. After the fluid was removed each testicle was felt 
to be much and irregularly enlarged. 

Immediately after the tapping each hydrocele began to refill, and he 
was, therefore, admitted into hospital on April 27th for radical treat- 
ment. Owing to the chronicity of the disease, the enlargement of the 
testes, and the great thickness of the sac, the case was not deemed well 
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suited for injection of iodine, and excision was consequently determined 
upon. 

ron April 30th an incision three inches in length was made over the 
anterior surface of the right hydrocele down to the tunica vaginalis. 
The vaginal sac, which was very tough and as thick as an old-fashioned 
penny-piece, was next opened, and after evacuating its contents, was 
incised to nearly the same extent as the integuments. The whole of the 
tunica vaginalis was then excised, except that which covered the testicle 
and a narrow strip immediately adjacent to the testicle at the lower part 
of the scrotum. 

The testicle was larger than normal, and irregular in shape, but other- 
wise appeared healthy. The tunica vaginalis, especially that over the 
testis, was highly injected, and much of its surface was besmeared with a 
yellowish-white stringy lymph, which here and there disguised the vas- 
cularity of the vaginal membrane. After removing these flakes of lymph 
a om of boracic lint was lightly introduced into the wound so as to sur- 
round the testicle, and cover the remnant of the parietal portion of the 
tunica vaginalis; a drainage tube was inserted at the upper part of the 
wound, and sutures were used to bring together the edges of the wound, 
except where the lint and drainage tube projected. Iodoform was dusted 
over the surface of the incision, and a packing of boracic charpie and a 
spica bandage served as dressing. 

The strip of lint was prom on the third day; and the sutures on 
May 7th. Some inflammatory swelling and purulent discharge followed 
the operation, and the greater part of the wound healed up by granula- 
tions. On May 28th, as there was still a daily purulent discharge, due 
to the bagging of about a drachm and a half or two drachms of pus at 
the back of the right side of the scrotum, a counter-opening was made ; 
a few days later, a seton, consisting of six carbolized horsehairs, was 
passed through the original wound and the counter-opening. One hair 
was removed every other day, and at length the sinus was closed after 
the withdrawal of the last hair. 

Meanwhile a reaccumulation of hydrocele fluid occurred at the lowest 
part of the scrotum as a secretion from the remnant of the tunica vagi- 
nalis which had not been removed. The hydrocele formed quite a well- 
defined round cyst-like swelling; and on tapping it one ounce of clear 
pale fluid escaped. By June 10th this new Selveetie sac had refilled, 
and therefore it was incised and stuffed with boracic lint, and daily 
restuffed until it was closed up by granulations. 

The left hydrocele was tapped on the day of the excision of the right 
sac (April 30th), when between eight and nine ounces of fluid were 
withdrawn. It was tapped again on May 16th, when two ounces were 
taken away, and once subsequently, when about one ounce was removed. 
After this the sac did not again secrete, and the man was discharged 
with both hydroceles cured on June 18, 1887. 

He has since been seen several times, and is quite well, except that 
both —— are still irregular in outline, and somewhat larger than 
normal. 

The length of time between the operation and his discharge from 
hospital was exactly seven weeks. 


Lonpon, May 10, 1888, 
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GovuT IN 1Ts RELATIONS TO DISEASES OF THE LIVER AND KIDNEYS. By 
Rosson Roose, M.D., F.R.C.S. Fifth edition. 12mo. pp. 175. London: 
H, K. Lewis, 1888. 


AN ADDRESS ON THE THERAPEUTICS OF THE Uric AcriD DIATHESIS (THE 
TREATMENT OF THE GouTY CoNsTITUTION). By I. BuRNEy YEO, M.D., 
F.R.C.P. 8vo. pp. 17. London: The British Medical Association, 1888. 


Dr. Rooser’s excellent little book is well known by its former editions. 
The medical profession, and many not engaged in the healing art, both 
in Great Britain and America, are familiar with its practical teachings. 
Its translations into French and German have been well received on 
the Continent. Any extended review of it in these columns would, 
therefore, be out of place, were it not for the general importance of the 
subject, and the fact that the present edition is not a mere reprint, but 
contains the results of the author’s more extended personal observa- 
tion, and of his watchful scrutiny of the recent publications in eve 
aac where gout excites attention. And where, in those climes in whic 

nglishmen and Germans have made their homes, does this protean dia- 
thetic malady not excite either the absorbing interest of many of the 
foremost citizens for the present, or their anxious apprehensions for the 
future ? 

The first three chapters—pages 1 to 59—are devoted to general con- 
siderations with regard to gout, and to a concise critical review of the 
theories entertained, both past and present, in regard to its nature. 

The views of the author are embodied in the following propositions, 
which, if not wholly novel, are characterized by a very satisfactory 
definiteness of statement in regard to a subject too often vaguely and 
indefinitely set forth : 

1. Uric acid, in the form of sodium urate, is the materies morbi of 

out. 
‘ 2. The deposits of sodium urate in the joints is the cause of the gouty 
inflammation. 

3. This substance is produced in excess, as a result of the imperfect 
transformation of albuminous substances. 

4. This imperfect transformation is, for the most part, due to func- 
tional disorder of the liver, or to excessive supply of nutritive materials, 
or, as often happens, to a combination of these causes. 

5. So long as the excess of uric acid is eliminated by the kidneys, 
decided attacks of gout may be absent; but the symptoms described as 
pertaining to the uric acid diathesis are liable to be present. 

6. The kidneys are apt to become secondarily affected, owing to the 
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irritation set up by the excess of uric acid and other products of defective 
metamorphosis and by deposits of urates. Primary disorder of the 
kidney is not a necessary factor in the production of gout. 

7. In the majority of cases of chronic gout increased formation of uric 
acid is associated with defective elimination by the kidneys. 

8. The symptoms of nervous disorder in gout are due to the action of 
the materia peccans in the nerve centres. 

Chapter fy. upon the causes of gout, is rather suggestive than exhaus- 
tive. The author is disposed to assign a comparatively low position to 
heredity as a predisposing influence. The a geo of hereditary gout 
are briefly pointed out and explained, and the influence of personal 
habits in fanning the smouldering tendencies into activity are empha- 
sized. With regard to geographical distribution, gout is said to be more 
common in England and in the southern provinces of Italy. The part 
played by sex, age, climate and season secures due attention, but to 
dietary excesses, especially excesses in albuminous food, must be assigned 
the principal etiological réle. 


“There can be no doubt that errors in diet are the most potent cause, both 
of functional derangement of the liver and also of gout, and that when, as 
too often happens, deficient exercise is superadded, the development of the 
gouty diathesis is, in many cases, only a question of time.” 


The author holds that the popular view in regard to the use of sugar 
as increasing gouty tendencies is correct, not that it promotes the forma- 
tion of uric acid, but that, like starch, being readily oxidized, it stands 
in the way of the normal disintegration of the albuminoid constituents 


of the body. 

The use of alcohol in the form of spirits is not regarded by the author 
as a cause of gout, except as it unfavorably affects the liver and kidneys 
and thus interferes with elimination. The light, well-fermented wines 
he also regards as not liable to produce gout, but thinks that the full- 
bodied wines, containing much unfermented matter, are potent for evil. 
Much importance is justly ascribed to the evil effects of malt liquors. 

Chapter V. treats of the irregular manifestations of gout, and espe- 
cially of the visceral and cutaneous affections to which gouty persons 
are prone. 

In Chapter VI. the hepatic and renal disorders connected with gout 
receive the attention due them. The author discusses the relation of the 
various forms of albuminuria to gout with thoroughness. He regards 
the renal disorder as secondary to the lithemia, and the gouty kidney 
as probably a result of the irritation due to the excretion of imperfectly 
metamorphosed substances. Even the occurrence of albuminuria in 
young subjects with a gouty family history is looked upon as “more 
than a mere coincidence.” 

Dr. Roose supports the view, too little regarded by life insurance 
examiners, that “the gouty constitution undoubtedly tends to shorten 
life, mainly by causing serious lesions of the heart and kidneys.” 

The concluding chapter, VIL., is devoted to the discussion of the treat- 
ment of the gouty diathesis, of the attack of articular gout, and, finally, 
of the more important of these disorders, which are the direct results of 
the gouty dyscrasia. 

This part of the work is eminently satisfactory. It is applied medi- 
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cine—the art of healing. The directions are clear, the reason for them 
obvious, their application practicable. The author insists upon the 
“absolute necessity ” of making a special study of each patient. 

Meats are to be given, but in such amounts only as are required to 
meet the wants of the system. Farinaceous food, such as bread, rice 
and potatoes, should be used very sparingly; pastry is, of course, for- 
bidden. A little fruit may be used. Alcohol is not permitted, save in 
cases where it is necessary to digestion. Old whiskey or brandy well 
diluted, or sound claret or hock, are best suited for gouty odinte. 
Effervescing wines and malt liquors are strictly interdicted. Milk 
should be used sparingly. The quantity of food taken is, in every case, 
to be strictly regulated. General hygiene, bathing, exercise, the use of 
mineral waters and the various spas of England and the Continent are 
carefully reviewed. The remarks upon the medicinal treatment of the 
gouty diathesis are chiefly directed to the regulation of the functions of 
the liver, bowels and kidneys. 

The attack of articular gout is treated by purgation by calomel or a 
saline or both, followed by colchicum and alkalies. The limb is treated 
by vapor baths and rolled in wool. The local use of belladonna is 
advantageous. The diet is of the strictest. The treatment of the local 
disorders of the gouty is briefly but practically laid down. 


Dr. Yeo’s address, which was delivered at the opening of a discussion 
of the subject in the Section of Pharmacology and Therapeutics at the 
Annual Meeting of the British Medical Association, held in Dublin, 
August, 1887, is, of necessity, less formal and more concise. It is not, 


however, less definite and emphatic. It also is eminently practical in 
character. The author claims, as a good working definition of gout, that 
which he has elsewhere given, namely, “gout is a disturbed retrograde 
metamorphosis.” The schematic arrangement of the “ principal morbid 
conditions dependent on, or associated with the uric acid diathesis” 
which follows, is at least as discouraging as instructive; nor can we 
find much comfort in the list of the “principal proposed remedies for 
affections connected with the uric acid diathesis,” a list beginning with 
hot and cold water, and ending with mineral waters and baths, but 
including between these mild extremes several very active drugs, mostly 
poisonous, and all nauseous. 

Dr. Yeo also insists upon the special study of each case, especially 
with regard to digestive peculiarities. Our object is to construct, in 
accordance with, and in subordination to, certain generally admitted 
truths, a diet which shall be readily digested, and which does not tend 
to excite acidity and undue fermentation in the alimentary tract; and 
that diet will differ with different persons. The author recognizes the 
neurotic factor in gout, and lays stress upon the fact that, at the present 
day, the nervous manifestations of gout are not seldom encountered in 
persons who are delicate, with small appetites, and who consume a mini- 
mum rather than a maximum amount of food. 

As regards alcohol, the malt liquors are most prejudicial ; low grade 
wines next in order. For the rest, the peculiarities of each patient 
must be regarded. We believe that, in regard to the use of alcohol in 
the gouty diathesis, the author errs on the side of liberality. The impor- 
tance of water as a beverage, especially of hot water, is insisted upon. 
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The first place among medicines in the treatment of both the uric 
acid diathesis and its various morbid manifestations is given to col- 
chicum, which is evidently regaining its old favor, not as the result of 
new knowledge, but because experience has given us nothing better. 
Yeo maintains that, so far from being a dangerous vascular depressant, 
colchicum, in moderate doses, is capable of restoring regularity and 
strength to the irregular and feeble pulse of chronic gout, with subacute 
exacerbations. He adds: 


“T trust that the absurd prejudice against this most valuable remedy which 
has been excited in the mind of the public, will be removed, for I find many 
gouty persons who, much to their disadvantage, positively refuse to take 
colchicum, because they have been told that it is ‘such a dangerous drug.’ ” 


It is to this popular prejudice against colchicum that must be ascribed 
the extraordinary statement of Ebstein, that it is preferable to relieve 
the pain of the gouty paroxysm by hypodermatic injections of morphine, 
which, he says, act “quicker, more easily and with less danger.” In 
this matter, Yeo, and we are in full accord with him, joins issue with 
Ebstein utterly. The internal use of opiates in gout, save under ex- 
ceptional circumstances, is indefensible. Gout is a disease of defective 
elimination ; opium and its derivatives depress in a remarkable manner 
all the excretory functions except that of the skin; a small dose of 
morphine will oH in the gouty subject, produce clay-colored stools. 

The salicylates, the benzoates, guaiacum, the iodide of potassium and 
the alkalies receive, in turn, brief but practical consideration. The 
author holds that physicians are, at the present time, disposed to ex- 
aggerate the value of the lithia compounds as compared with those of 
potash and soda. 

Yeo’s views upon the subject of mineral waters are entitled to especial 
consideration ; and the indications which he gives for the employment of 
the waters of the various springs, albeit all too brief, constitute, perhaps, 
the most valuable portion of the address. The explanation of the fact 
that all kinds of mineral waters have been recommended in the treat- 
ment of the gouty constitution, and the further fact that springs of the 
most varied composition have been used with success, he finds in the 
following conditions, which are common to them all: 


“1. There is the quantity of water, more or less pure, taken into the body 
under regulated conditions daily. I have already attempted to estimate the 
value of this remedy. 

“2. There are, in many of these spas, the altered mode of life; the regular 
exercise in the open air, the modified diet, the early hours, the absence of 
business cares. 

- In many foreign spas there is the drier and hotter Continental climate; 
an 

“4. The stimulating effect to excretion and ‘tissue change’ which the 
baths, douches, frictions and manipulations applied, at most of them, induce.” 


Any direct medicinal effect exerted by particular waters is, over and 
above these attributes, common alike to the “indifferent thermal” 
springs, and to all the others. J.C. W. 


SMITH, ABDOMINAL SURGERY. 


ABDOMINAL SuRGERY. By J. Greic Situ, M.A., F.R.S.E., Surgeon to 
Bristol Royal Infirmary,etc. Second edition. 8vo.pp.776. Philadelphia: 
P. Blakiston, Son & Co., 1888. 


Tuts work has been increased in size by the addition of 170 pages, 
and this has been done through elaboration of the subjects treated in the 
first edition, and by the addition of two new sections, the first on supra- 
pubic cystotomy, of fifty pages; and the second, on operations for 
abdominal injuries and inflammations, of seventy pages. The latter 
treats of gunshot-wounds, stab-wounds, ruptures of the intestines, uri- 
nary bladder, gall-bladder and solid viscera; perforating appendicitis ; 
perforating ulcer of the stomach ; perforating typhoid ulcer; purulent 
collections in the pelvis; and tubercular peritonitis. 

In his remarks on “ The Operating-Table,” Mr. Smith recommends 
that this should be according to the height of the operator, if he is to 
stand, and tall enough to secure him against spinal strain or muscular 
fatigue. This will require several inches to be added to the height of 
an ordinary house table. He still recommends a rubber covering for 
the abdomen, with a large opening to operate through, the edges of 
which are to be made adherent by plaster material. This has been sus- 
pended here, by the use of a rubber receiver with apron-conduit, to be 
placed between the patient and the table, to catch discharges, ovarian 
fluid, irrigating water, etc.; which it does effectually, and keeps the 
woman and table from being soiled, except where the body is uncovered 
and may be easily wiped clean and dry. 

Ether is recommended as an anesthetic, an exception being made in 
favor of chloroform for old patients and bronchitic subjects. The use 
of morphia is objected to for the after-treatment, in all cases where it 
can be avoided, as “it lowers the functional activity of the intestines 
and favors the production of tympanites.” “The patient is always 
brighter and better without it.” 

The author objects to the use of “cold water, and particularly ice to 
suck,” for allaying thirst, and recommends warm water instead, as less 
likely to provoke emesis. We do not think this plan, prevalent here’ 
many years ago, would suit in our climate, or the subjects to be treated. 
His recommendation to allay thirst by a warm water enema is excellent, 
and will be found particularly useful where there has been much blood 
lost, to give rise to it. 

We are glad to see that Mr. Smith gives Dr. McDowell due credit as 
the first ovariotomist, and that he entirely disagrees with Mr. Tait in 
his attempt to establish the claim for Houston, whose report does not 
show that he tied the pedicle or removed a tumor. If Houston had 
been the American instead of McDowell, no doubt the claim of the 
former would have been measured differently against that of the latter. 

Under the heading of “Fallopian Pregnancy,” the author says, 
“ Most men are now agreed as to the truth of Tait’s opinion, that all 
examples of extrauterine gestation are in the beginning either wholly 
or partially Fallopian.” We find it much more difficult to account for 
certain mp pregnancies, where the placenta has no pelvic connec- 
tions, upon this basis, than to believe that the growth has been ab origine 
abdominal; and we see no reason why an ovum may not fall into the 
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ritoneal cavity instead of the funnel-shaped end of the oviduct. Mr. 

mith doubts the ability of a gynecologist to diagnosticate a tubal preg- 
nancy before rupture, which is not in correspondence with the views of 
many able men here and in his own country. Dr. Aveling, particularly, 
holds to the opposite opinion, and denies the danger of electricity in 
destroying an early ectopic foetus; the results of forty American cases 
show that the danger is far less than by any other foeticidal method. 

In the chapter on “Cesarean Section,” our author says, “ There is 
little doubt that it was practised among the Jews from very ancient 
times.” This, our best Jewish medical scholars who have examined 
their records critically, deny. Simmons is quoted (1799) as holding to 
the belief that the operation in 1500, at Siegerhausen, was upon an 
ectopic case. This would have been a far greater feat at that day than 
the performance of gastro-hysterotomy, in which five, out of a list of six 
women, have been fname in operating on themselves, and two more 
upon other women. 

On page 295, the United States is credited with 124 Cesarean opera- 
tions; it should be 170. Great Britain with 131 instead of 151; and it 
is stated “that 60 improved Cesarean operations have been performed.” 
In fact, there have n more than 100; 20 of them in the United 
States. The last 7, in New York and Philadelphia, saved 6 women. 

Abdominal exsection of the living and viable ectopic foetus has been 
performed thirty times, with five recoveries ; four women were saved out 
of the last ten. Total exsection of cyst and placenta when possible is 
an essential of success. 

Limited space will not permit of a more extended critical examina- 
tion and notice. As we anticipated in our last review, the first edition 


very soon went out of a and a second was demanded long before it 


could be prepared. The second is quite superior to the first edition, 
and is a much more comprehensive treatise. The new operation on 
hysterorrhaphy, of Olshausen, Singer and Kelly, has not been described. 
It has been tested here by Prof. Lusk and Dr. C. C. Lee, who are pleased 
with its prospective merits. Mr. Smith has certainly produced a valu- 
able work; much the best of its kind in the English language, and 
particularly acceptable to students in abdominal operations preparing 
for some special case. R. P. H. 


NOUVELLE METHODE DE TRAITEMENT DE LA DIPHTHERIE. Par le Doc- 
TEUR GUELPA, Membre de la Société de médecine pratique; Membre cor- 
respondent de la Société de climatologie algérienne. Paris, 1887. 


Tats “new method ” consists essentially of repeated irrigation of the 
affected parts. The solution employed by Dr. Guelpa, in his cases, was 
composed of ST of iron, 5-10 parts per 1000; but, believing his 
results to be largely, if not solely, due to irrigation, he admits that solu- 
tions of other substances, such as boric and carbolic acids, might be quite 
as efficacious as that of the iron salt. The instrument employed is a 
syringe, and when the application is made to the pharynx the nozzle is 
slipped along between the cheek and the dental arch, the fluid passing 
in behind the last molar. By this maneuvre, the forcible opening of 
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the mouth is rendered unnecessary. In —_ out the nasal passages, 
the injection is made through one of the nostrils with sufficient force to 
cause its return through the other. 

The author’s first experience with this method was obtained at Sétif, 
in Algiers, where a severe epidemic of diphtheria followed in the wake 
of one of scarlatina, and prevailed extensively during 1878, 1879 and 
1880. In these cases, more than 200, the percentage of mortality was 
about 15, and this favorable result was obtained in spite of the fact that 
among them are included: 1. Cases in which the nasal fosse were filled 
with false membranes, and impermeable to injections when first seen. 2. 
Cases which were seen for the first time only a few hours before death. 
3. Children at the breast, and those who, at the first visit, were suffering 
from diphtheria of the larynx. 

Guelpa claims that, by this method faithfully carried out from the 
beginning, the mortality can be reduced to less than ten per cent. 

Believing the method to possess great prophylactic value, he advises 
that the nasal passages be washed out, even when the disease is limited 
to the pharynx, and states that in families in which not only the patient, 
but the healthy members, used the injections, the disease did not extend 
to the latter. 

The author was given an opportunity to test his treatment in one of 
the hospitals of Paris (l’hdpital Trousseau), the result being a mortality 
of 9 out of 19 cases. It is, however, only fair to add that obstacles were 
placed in the way of its thorough application, and that, after an analysis 
of the cases, Guelpa contends that there was, in reality, but one case in 
which the treatment could be truly said to have failed. Certainly the 
method is well worthy of a trial in a disease in which, so far as treat- 
ment is concerned, there is so much to be desired. F. P. H. 


A MANUAL OF THE OPERATIONS OF SURGERY, FOR THE USE OF SENIOR 
STUDENTS, House SURGEONS AND JUNIOR PRACTITIONERS. By JOSEPH 
BELL, M.D., F.R.C.S., Consulting Surgeon to the Royal Infirmary, and 
Surgeon to the Royal Edinburgh Hospital for Children. Sixth edition, 
revised and enlarged. Illustrated. 12mo. pp. 326 and index. Edinburgh: 
Oliver & Boyd, 1888. 


Tuis manual of the operations of surgery, though less profusely illus- 
trated than could be desired, otherwise admirably fulfils the author’s 
aim in compiling it. He has wisely and clearly carried out his object, 
“to describe as simply as possible those operations which are most likely 
to prove useful, and especially those which, from their nature, admit of 
being practised upon the dead body.” 

The author has been most judicious in keeping his book free from 
all mention of methods of wound treatment and of dressings and appli- 
ances. Only the actual steps of operation, as a rule, are described, but, 
here and there, a few well-chosen words, in regard to choice of operation, 
symptomatology and history, are introduced. Very many wadens and 
radical operations receive no mention or reference, but possibly the 
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author did not regard some of them as coming within the scope of his 
work, as he, in the preface, distinctly disclaims any attempt to have the 
book complete. No instruments are pictured, and for them the author 
refers the reader to the illustrated catalogues of the instrument makers. 

The first few pages of the volume are taken up with very useful, 
full-page illustrations of a man in various stations, upon whom are drawn 
the lines of incision for all ordinary operations. Then follow excellent 
chapters upon ligations, amputations, excisions, etc., including brief 
synopses of the conventional operations upon the special organs, abdomen, 
chest, bladder, etc. 

All of the statements which are to be found in the book cannot be 
allowed, however, to pass without challenge. Thus, for instance, the 
author has seen fit to introduce statistics, and to base upon them argu- 
ments and conclusions. With these statistics we must find most serious 
fault, for they are ancient—that is, preantiseptic: a common source of 
grave error in nearly all books—perhaps excusable, in part, by lack of 
great aggregations of cases treated by modern methods, but sufficient 
numbers have already been published for authors to make at least a 
start in the right direction. By one or two trangressions of the set 
limits of the work, opportunity is given for other challenge, for, in 
speaking of excisions, the statement that “synovial membrane, however 
gelatinous or thickened looking, really requires very little care or notice” 
is entirely contrary to the principles of modern surgery and the teach- 
ings of pathology, which could not better be proved than by the de- 
scription in the same paragraph of what follows if the recommended 

lan of treatment is adopted. “It” (the synovial membrane) “ will 
, seta of itself, partly by sloughing, partly by absorption during 
the profuse suppuration ” which is expected to follow. The old-fashioned 
crucial incision for trephining and other purposes is put forward as the 
best, whilst the latter operation is recommended for performance only 
when there are symptoms of compression present, even though the frac- 
ture be a punctured or compressed one. Viewed, as a whole, the work 
is to be highly commended, and its place will be amongst the very bes 
of its class. T.S. K. M. 


DISSOLUTION AND EVOLUTION AND THE SCIENCE OF MEDICINE: AN 
ATTEMPT TO COORDINATE THE NECESSARY FACTs OF PATHOLOGY, AND 
To EsTABLISH THE FIRST PRINCIPLES OF TREATMENT. By C. PITFIELD 
MITCHELL, M.R.C.S. England, Author of the Treatment of Wounds as 
Based on Evolutionary Laws. London: Longmans, Green & Co., 1888. 


THE object of this book is “to disseminate some new applications of 
Mr. Herbert Spencer’s leading generalizations. The sustaining elements 
of the sympathetic philosophy are the doctrines of evolution and disso- 
lution. The design is to inquire whether these may not be made fer- 
tilizing principles for large collections of the data of pathology, and thus 
the means of practice for the physician and surgeon. . . . To make 
all diseases from a whitlow to mania one in principle, by cause. and 
effect, is an aid to thought.” That such a consummation is desirable 
will be granted. The difficulties of approximating any collection of 
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facts and theories to a philosophical system must depend on imperfec- 
tions in both parts. In the present instance there is no attempt to 
involve the doctrines of Mr. Spencer in all their bearings; and as the 
accuracy of the definitions of evolution and dissolution as abstractions 
cannot be questioned, want of success must depend on the limitations 
of pathology. 

careful study of the volume shows that the author has succeeded in 
his task to a remarkable degree. Beginning with general processes, 
inflammation and suppuration are shown, as far as can be demonstrated 
at present, to have all the characteristics of dissolution, that is, “ disin- 
tegration of matter and concomitant absorption of motion ; during which 
the matter passes from a definite, coherent heterogeneity to an indefinite, 
incoherent homogeneity ; and during which the retained motion under- 
goes a parallel transformation.” Local anemias, hyperemia and hemor- 
rhage are also shown to be dissolutional processes. Resolution and 
repair are then studied as evolutional changes, or those in which there 
is an “integration of matter and concomitant dissipation of motion ; 
during which the matter passes from an indefinite, incoherent homo- 
geneity, to a definite, coherent heterogeneity, and during which the 
retained motion undergoes a parallel transformation.” These transla- 
tions are so natural as to require no detailed explanation of the proofs 
cited. 

Coagulation of the blood, thrombosis and embolism, gangrene and 
coagulation-necrosis and some other metamorphoses may also be passed 
over as easily understood from the terms. 

The changes induced by vegetable and animal parasites, being for 
the most part inflammatory, are naturally assigned to the dissolutions. 
The infective tumors, or granulomata, having a tendency to the forma- 
tion of cicatricial tissue, their life history “shows alternations of disso- 
lution and evolution.” By a curious oversight it is said (page 62) that 
the nature of the agent producing glanders is unknown. 

A great deal of space, as we should expect, is devoted to the neo- 
plasms other than those just mentioned. To show that they are subject 
to the general rules is not very difficult, but the author has studied them 
from so many points of view, and some of these so novel, as to make it 
one of the most interesting chapters in the book. To give even an out- 
line of this part would lead us beyond the limits of this article, and we 
must content ourselves by referring the reader to the original. 

Nowhere is the value of the leading principles better shown than in 
the part on special diseases, where the observance of the rules leads to 
the rejection of the old theory of sclerosis, fibrosis and cirrhosis, and the 
acceptance of the one undoubtedly correct, and now gaining ground, 
that the growth of connective tissue in chronic affections is evolutionary, 
not an inflammatory process. 

Curiously enough, the author has left the inviting field in pulmonary 
diseases furnished by the microérganisms, and has taken up the view— 
we must admit greatly improving it—that the condition of the pul- 
monary arterial blood is of edieat importance in pneumonia as well as 
in phthisis. Although the arguments are plausible, and we would not 
deny a predisposing influence to the altered blood, we think the author 
underrates the microbic factors in the common pulmonary diseases. 
Certainly nothing would be more natural and satisfactory than to look 
on phthisis as a series of dissolutions and evolutions simultaneous and 
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successive, due to causes from without. Remarks on nervous and mental 
diseases and certain fevers and diathetic diseases end this part of the 
work. 

A short section on heredity and disease discusses this vexed and intri- 
cate question in a critical and conclusive manner, and it is shown why 
diseases are, for the most part, refractory to transmission by descent. 
Finally, a study of “ organic equilibrium ” leads to a recognition of the 
vis medicatrix nature, its tendencies and limitations, and the necessity 
for the study of causes and their avoidance or removal in the treatment 
of disease. 

Conceived in a broad and scientific spirit, this book is carried out 
with a recondite knowledge of facts and theories thoroughly in keeping 
with it. Instances of special pleading are rare, and, as a rule, when the 
author has failed in making good his object, the fault has been due to 
the limitations of pathological science. On the other hand, this science 
receives a new and fascinating aspect, and many fresh fields of view are 
opened up by a study of “ dissolution and evolution.” 

The book is gotten up in a degree of luxury uncommon among works 
of its class. G. D. 


STUDIES IN PATHOLOGICAL ANATOMY, ESPECIALLY IN RELATION TO 
LARYNGEAL NEOPLASMS. Part I. Paprtuoma. By R. Norris WoL- 
FENDEN, M.D. Cantab., and SipnEy Martin, M.D. Lond. London: J. 
& A, Churchill, 1888. 


Tuts appears to be the first of a series of contributions to the path- 
ology of the larynx. Part L., after some preliminary remarks, gives a 
concise and accurate description of the etiology, clinical course and ter- 
minations of benign new growths of the larynx, and then takes up the 
subject of papilloma. The methods of examination of these growths 
are mr | described, and the pathological anatomy presented in terse 


and vivid language. The important questions of diagnosis between 
these growths and epithelioma, and of the degeneration of papilloma 
into epithelioma, are promised discussion in connection with the latter 
disease. 

The plates illustrating this fasciculus cannot be too highly praised. 
Not only are they beautiful works of art, but their histological accuracy 
is beyond criticism. Should the work be completed according to the 
promise of Part I., it cannot fail to form a valuable addition to the 
study of pathological anatomy as well as laryngology. 
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UNDER THE CHARGE OF 
FRANCIS H. WILLIAMS, M.D., 


ASSISTANT PROFESSOR OF MATERIA MEDICA AND THERAPEUTICS IN HARVARD UNIVERSITY, 


GLYCERIN AS A LAXATIVE ENEMA. 


All observations agree as to the satisfactory and even brilliant results of 
this use of glycerin. First, ANACKER (Deutsch. med. Wochenschr., 1887, p. 
823), having discovered that “das Purgativ Oidtmann,” a proprietary medi- 
cine of much renown, and likewise given by enema in quantities of from 
xx to xxx M, was mostly glycerin, tried this substance alone. With enemas 
of fifty drops his success was complete and unvarying. After him, VARNoOssY 
( Wien. med. Presse, 1887, 48, and Ther. Monatshefte, March, 1888, p. 140) made 
trial of it in 150 cases of all ages, with “ astonishing” results, using mM xxx. 
Next SEIFERT (Miinch. med. Wochenschr., 1888, vol. i. 9) reports having always 
seen the best results; he uses 3j] on an average. In smaller quantities he 
recommends it especially for children. Finally, Boas (Deutsch. med. Wochen- 
schr., June 7, 1888, p. 469) has had the same gratifying success with supposi- 
tories of glycerin, which, from being readily handled, etc., have advantages 
over the syringe and injection, if equally efficient. Boas uses some special 
form of hollow suppository in which m xv are placed. The dejection follows 
in fifteen to twenty minutes. Thus these observers agree in recording remark- 
able success. Glycerin seems to act cito, tuto et ucunde and to have added to 
our resources. No one has anything to record against it except that it cannot 
be used when there is ulceration, Neither the injection nor the movement 
causes pain, and, according to Seifert, no tolerance is established. The move- 
ment should take place within half an hour. 


CALOMEL AS A DIURETIC. 


Among mazny observations on this use of calomel as a diuretic, Pror. 
NOTHNAGEL makes the following communication to the Ther. Monatshefte 
(May, 1888, p. 263). After extended experience, he declares calomel to be 
‘extraordinarily valuable” in the dropsy of heart disease; on the contrary, 
ineffective in the dropsy dependent upon renal or hepatic affections. 
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His formula is: 


R.—Hydrarg. chlorid. mitis gr. ijss. 
Take ten such powders at the rate of four a day. 


The urine does not begin to increase till the third or fourth day. Nothnagel 
has seen an amount previously 3x rise to 3clxv to ZJccxxx! After reaching 
the acme it sinks again in the next eight days. After a rest of two to four 
weeks the treatment may be repeated. Should no result follow in four days, 
the administration is stopped and resumed after eight days. In case of a 
second failure this treatment is given up. The mouth needs especial care. 

In the main, these statements accord with those of RosENHEIM, to whom 
we owe the revival of this old remedy (Deutsch. med. Wochenschr., Nos. 16 and 
17, 1887). He gave the same dose, t.i.d. The first effects were observed 
on the third or fourth day, when the remedy should be stopped. Both 
increase and decrease are rapid. In only a few cases could Rosenheim obtain 
a second diuresis on repeating the remedy. Out of sixteen cases he had 
stomatitis in ten, diarrhoea in eight. Other mercurial preparations are diu- 
retic, but calomel is the best. The condition of the diuresis, according to 
Rosenheim, is mercurialization—i. ¢., the absorption of mercury into the 
system, as proven by its presence in the secretions. 


ANALGEsIC USE OF ANTIPYRIN. 


GUNTHER (Deutsch. med. Wochenschr., May 17, 1888, p. 406) has made 
much use of a thirty to fifty per cent. solution subcutaneously. In a case of 
fresh fracture, an injection made at its seat, deep into the tissues, enabled him 
to apply the first apparatus without the slightest muscular contraction. It 
has been of great service in laryngeal phthisis with cough and loss of sleep. 

BERDACH ( Wiener med. Wochenschr., 1888, No. 11) says a fifty per cent. 
solution in distilled water is adapted to all painful conditions. The effect 
appears in a few seconds and lasts at least six hours. 


ON THE USE OF CODEINE TO RELIEVE ABDOMINAL PAIN. 


The fact that many practitioners still prefer opium to morphine in the 
treatment of abdominal pain, led LAUDER BRUNTON (British Medical Journal, 
1888, i. 1213) to question whether some other alkaloid was not more powerful 
than morphine in cases of this sort. Barbier, in 1834, found that codeine had 
an especial action in lessening pain from irritation of the solar plexus, while it 
did not disorder digestion, and rather aids the action of the bowels. The son 
of Robiquet, the discoverer of the drug, made some observations which did not 
agree with those of Barbier, but the disagreement may have depended on some 
impurity. Berthé confirmed Barbier’s views, and found that the drug lessened 
the irritability of the intestine very greatly. Brunton concludes from these 
experiments that codeine is likely to be of value in relieving abdominal 
pain, and has employed it with great success especially in painful affections of 
the intestine and lower part of the abdomen. It is particularly valuable 
where morphia is to be avoided on account of the condition of the heart or 
lungs, or where it is desired not to interfere with the action of the bowels. 
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On the other hand, where there is much diarrhea it is not so serviceable as 
morphia or opium, because it does not lessen peristaltic movement. It can be 
pushed to a much greater extent than morphine without causing drowsiness. 
The dose employed is one-half to one grain in pill, given as often as needed. 


ANTIPYRIN IN CHOREA. 


Additional contributions on this point will be found in the 7herapeut. Monats- 
hefte, April, 1888, pp. 177 and 191, and May, 1888, p. 249. Though the cases 
are few, the observers agree as to the benefit of the remedy. In a child of 
eight, gr. viij have been used. One reporter has used a fifty per cent. solution 
subcutaneously, beginning with half a syringeful and increasing to two in 
twenty-four hours. 


PAINLESS TOOTH-DRAWING. 


HENOQUE and FREDOT, before the Société de Biologie, of Paris, drew atten- 
tion to a plausible and neat application of a physiological principle. An 
atomized ether spray, directed on the region about the external auditory 
meatus, will produce through the distribution of the trigeminus an anzsthesia 
quite sufficient to annul the pain of drawing teeth.—Ther. Monatshefte, 
March, 1888, p. 144. 

To the usual cocaine solution, injected between gum and tooth, MARTIN 
(Lyon Médicale, 1888, No. 1) has added antipyrin. The anesthesia is as com- 
plete and lasts longer, though slower in coming on. It has the additional 
advantage of diminishing the amount of cocaine used and the risks in conse- 
quence. The percentage of cocaine is four, of antipyrin forty, in distilled 
water. Martin affirms of this mixture a quick influence over the pain of acute 
periostitis. 


PHENACETIN—A NEW ANTIPYRETIC. 


This chemical product, brought to the attention of the profession a year 
ago by Kast and H1InsBERG (Centralb. f. med. Wiss., 1887, No. 9), has been 
tested by a number of observers and seems to be of great promise. It isa 
tasteless powder, almost insoluble in the usual solvents; hence, is to be given 
in capsule or placed on the tongue. The latter way is agreeable enough, even 
in children, because it is absolutely tasteless. Given to a healthy individual, 
in quantities of gr. xxx to gr. xlv in a day, absolutely no bad effect has been 
noted (Rumpr, Berl. klin. Wochenschr., June 4th, p. 457). Neither have 
unpleasant symptoms accompanied its administration in disease. As an anti- 
pyretic, Rumpf finds it absolutely reliable and without drawbacks. In doses 
of gr. viij, and with half that quantity in children, he saw the temperature 
constantly fall from 3.6° to 5.4° F. Used as an analgesic, it showed itself decid- 
edly useful. Rumpf prefers phenacetin to antipyrin and antifebrin, on acconnt 
of its greater effectiveness and the absence of unpleasant after-effects. 


A NOVEL EXTENSION OF THE ANZSTHETIC USES OF COCAINE. 


E. Hurry Fenwick (Lancet, 1888, i. 871) discovered accidentally that 
cocaine applied to the urethra relieved a patient of neuralgic pain of the face 
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and limbs. Experiments on frogs convinced him that this would generally 
be the case with pains of this sort, but that more severe pains, as those of 
carcinoma and inflammation, would probably be uninfluenced by it. The 
clinical test in over 100 cases of neuralgic pain in various parts of the body 
fully corroborated this, and-the author reported several instances in which 
facial neuralgia, wry neck, intercostal neuralgia, pain in the legs, etc., were 
surprisingly relieved in a few seconds or minutes by a urethral injection of 
twenty or thirty drops of a twenty per cent. solution of cocaine. 


MEDICINE. 


UNDER THE CHARGE OF 
WILLIAM OSLER, M.D., F.R.C.P. Lonp., 


PROFESSOR OF CLINICAL MEDICINE IN THE UNIVERSITY OF PENNSYLVANIA. 
ASSISTED BY 
J. P. Crozer GRIFFITH, M.D., WALTER MENDELSON, M.D., 
ASSISTANT PHYSICIAN TO THE HOSPITAL OF THE PHYSICIAN TO THE ROOSEVELT HOSPITAL, OUT- 
UNIVERSITY OF PENNSYLVANIA, DOOR DEPARTMENT, NEW YORK. 


ON THE TREATMENT OF TYPHOID. 


A very suggestive and comprehensive clinical lecture of ZIEMSSEN’s on the 
treatment of typhoid fever will be found in Centralblatt f. gesammte Ther., March 
and April, 1888. His remarks on diet and the temperature are especially in- 
teresting. Nitrogenous matter should not be omitted from the diet any more 
than in health, because Bauer and others have shown that it does not increase 
the fever and is in great part absorbed; while carbohydrates are especially 
well taken by patients, Only liquid food is allowed, and especial care should 
be taken throughout the sickness for changes in taste and consistence. Oat- 
meal and barley gruels are recommended for continued use—many variations 
may be given their taste by flavorings. Soups he also gives freely—but they 
should be carefully strained and freed from any particles. Plain stock, with 
or without the yolk of egg, meat extracts, meat juice, etc., are excellent. Milk 
Ziemssen praises as a superior article, but limits the amount to one pint per 
diem, warning against too great quantity. Raw beef-juice he uses as a routine 
article, and warmly commends. It is pressed from the raw beef—keeps 
twenty-four hours on ice and in porcelain, and shows six per cent. albumen ; 
one drachm is given at a dose, and five or six teaspoonfuls in twenty-four 
hours. Two drachms may be added to a pint of soup (which should not be 
hotter than 147°); a small quantity of Liebig’s beef extract improves the taste. 
When the stomach rejects food an ice made with beef-juice is well borne. It 
has the advantage over egg (alb.) that it does not create disgust in the patient. 
To broths Ziemssen adds beef extract in very small quantity, both for taste 
and stimulating effect on the nervous system. If eggs are given, three a day, 
as a rule, are enough. 

For the fever Ziemssen especially recommends the lukewarm bath gradu- 
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ally cooled. The patient sits in a bath of 87°-92°, and the water is kept in 
constant motion and splashed continuously on the parts out of water. It is 
to be cooled down about 10° by cold water poured on to the patient’s feet. 
The duration of the bath should be not under fifteen minutes, nor over 
thirty. This form of bath is suited for most cases. The very cold bath 
Ziemssen condemns as causing too great shock, but he does use as low a 
temperature as 67°, being guided by the fever and nervous disturbance. A 
warm bath Ziemssen has found very beneficial in the adynamic state. Of 
the use of antipyretics, strange to say, Ziemssen says nothing, barely referring 
to antipyrin as preferable to other antipyretics. 


THE VALUE OF SALOL IN ACUTE RHEUMATISM. 


J. R. BrapForp (Lancet, 1888, i. 1072) reports his experience with salol 
in about sixteen cases of acute rheumatism, all of average severity, with 
considerable fever. After detailing some of them, he concludes that, as an 
antipyretic, salol is decidedly efficacious in rheumatic fever, but only after 
three or four days, and when ten grains every hour are administered ; and it 
is not quite so reliable as salicylate of soda. To relieve the joint pains it is 
decidedly inferior to salicylate of soda, both in certainty and in rapidity. 
Relapses occurred as after the salicylate, but yielded to increased doses of the 
drug. It produces the characteristic toxic symptoms of salicylic acid, though 
to a less marked degree. That in some cases it was tolerated by the stomach 
when salicylate of soda was not, is probably to be accounted for by the fact 
that less of the active principle is contained in it, and the dose was, therefore, 
proportionately smaller. The same fact explains the less degree of the other 
toxic symptoms. 

The author concludes that the efficacy of salol depends purely on the 
contained salicylic acid, and that salicylate of soda is on every ground to 
be preferred to it. 

THE ACTION OF ACIDS AND ANTIPYRIN IN THE TREATMENT OF 
Sick HEADACHES. 


To Dr, ALEXANDER Hara, of London, we owe some very valuable obser- 
vations upon the relationship of various forms of megrim to the presence of 
an excess of uric acid in the blood, and the effects of acids and alkalies upon 
this condition. He has shown (British Medical Journal, January 14, 1888) that 
during a headache uric acid is excreted in excess in the urine, and probably 
also exists in excess in the blood; and that as acids have the power of dimin- 
ishing the excretion of uric acid, it is possible to relieve the cases of megrim 
dependent on this condition of excess, by a large dose of some acid, as nitro- 
hydrochloric. The action of antipyrin, now so largely used in the treatment 
of megrim, Haig explains (British Medical Journal, May 12, 1888) by the fact 
that the drug acts like an acid, and hence diminishes for the time the excre- 
tion of uric acid. He found that a dose of twenty grains raised the acidity 
of the urine within the first hour of taking it, and that the rise continued 
and increased for five or six hours more. A drachm taken in three doses 
caused a marked increase in the acidity of the twenty-four hours’ urine, and 
a decided fall in the uric acid excretion. 
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SALICYLATE OF SopiuM IN HEADACHE. 


LITTLE highly extols this drug in what he calls migrainous headache— 
severe, accompanied by nausea and essentially neuralgic—though not typical 
migraine (sick headaches). Up to October, 1885, he knew of no remedy with 
a distinct influence on the paroxysm. Commencing then with the salicylate, 
it has been his mainstay in treating a large number of cases, with “ strikingly 
beneficial” effect. In the discussion several gentlemen who had used the 
remedy at Little’s suggestion endorsed his claims, one man’s experience count- 
ing thirty cases. 


To be taken at the earliest premonition and repeated once or twice at two 
hours’ interval, if necessary. The caffeine makes it more palatable, and is, no 
doubt, an adjuvant, although not the efficient agent, as a previous futile use 
of it in some of the cases proved.— Dublin Med. Journ., June, 1888, p. 489. 


GASTRIC EPILEPSY. 


WywneE (Dublin Journ. of Med. Sci., 1888, 384) reports a case of epilepsy 
developing at seventeen years of age, and lasting six years. Some months 
before the age of onset he had had an attack of scarlatina, and at the age of 
three years he suffered from cerebro-spinal meningitis, which was followed 
by violent general chorea. The epileptic attacks appeared nearly always to 
be induced by the ingestion of some article of food which disagreed with him. 
The attacks were very frequently preceded by nausea, giddiness and confusion 
of mind, and were often followed by vomiting. The great majority took place 
during or immediately after dinner, while still in the dining-room. Recovery 
finally followed the prolonged use of the iodide and bromide of potash. It 
was also found that the attacks could be abbreviated by pinching, slapping, 
etc., or by anything which kept the attention of the patient excited. It 
would seem very probable that the early meningitis and the chorea had 
impaired the nutrition of the motor centres, and left them with a predispo- 
sition to further disturbance under the influence of another exciting cause. 
The author then discusses some of the remarks by various writers on the 
subject, and lays stress on the importance of a dietary regimen in the treat- 
ment of the disease. 


PARAMYOCLONUS MULTIPLEX. 


F. R. Fry (St. Louis Cour. Med., 1888, 487) makes a short review of the 
characteristics of the cases which have been hitherto published, and reports 
a new example of the disease. The patient, aged thirty, had always been well. 
For some years she had been continuously engaged in running a sewing- 
machine. The disease commenced about three months previously to the time 
of examination, since which time the attacks became more and more frequent, 
and finally occurred once or oftener every day. The symptoms consisted 
in a clonic spasm of the muscles of the thighs, and sometimes of the arms, 
shoulders, abdomen, legs and those of respiration. The patient was unable 
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to restrain the movements, and the effort to do so only produced fatigue. 
The motions were so violent that the feet tramped the floor with force, and 
the body jerked about in the chair. The seizures lasted for a few minutes, 
and repeated themselves frequently at intervals of a few minutes. A sharp 
blow on the thighs would usually induce an attack. Twice she has had 
attacks immediately on getting into a cold bed. They sometimes began and 
ended with a few deep, sighing respirations. During three months of treat- 
ment gradual but steady improvement took place; the drug having the most 
effect being chloral, though hyoscyamine and antipyrin were not without benefit. 


TREATMENT OF PLEURITIC EFFUSIONS. 


FURBRINGER ( Berl. klin. Wochenschrift, 1888, Nos. 12-14), from careful obser- 
vations in a series of twenty-five cases, established the following relations 
between siphon action and aspiration (suction) in removing fluid from the 
chest—first allowing what would run off by siphon action and then deter- 
mining the amount that could be got beyond this by aspiration (in all cases 
no forced exhaustion was used, and the total amounts obtained were only 
moderate—Fiirbringer is no believer in strong suction nor does his instru- 
ment admit of it). 

In 11 cases the quantity secondarily removed by suction was less than 
one-tenth of the whole amount. 

In 10 cases from one-tenth to one-third of the whole amount. 

In 4 cases from one-third to the whole amount. 

Thus, on an average, in ten per cent. of the cases the siphon fails to remove 
one-half the exudation, and in some of the cases the main part cannot be 
obtained except by aspiration. In one of the cases the siphon obtained none, 
but aspiration Zxvij. On the other hand, in two cases of 3lxx and 3xxx, 
the siphon exhausted the whole. 

Of 70 cases, in which the combined method was used, two-thirds left the 
hospital without its repetition being necessary. In 10 of the remainder needing 
a second removal, Fiirbringer tried siphonage alone, and found 6 of them so 
tedious that even the attendants remarked their long stay, and repeated opera- 
tions were necessary in these 6. Fiirbringer’s conclusion is, that in a con- 
siderable number of cases, suction (aspiration) is a factor in healing, to neglect 
which is a “sin of omission.” 

Fiirbringer has constructed an instrument which allows both siphonage and 
the vacuum. It is on the principle of the ordinary wash-bottle of the labora- 
tory. The long glass tube is connected with the trocar by a yard long piece of 
rubber tubing. The operator uses another piece of tubing fastened to the short 
glass tube through which tosuck. Three ounces of an antiseptic fluid are first 
drawn into the flask. After the trocar has been plunged in and the bottle 
connected with the canula, slight suction with the mouth exhausts the air in 
the tube between bottle and canula, so that on turning the cock of the canula 
the fluid flows by siphon action. After this ceases a little suction by the 
mouth establishes a vacuum sufficient to reéstablish the flow. 


RHEUMATIC PNEUMONIA, 


In a lecture at St. Mary’s Hospital CHEADLE (Lancet, 1888, i. 861) said that 
he had always considered that pneumonia in the course of acute rheumatism 
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is of very rare occurrence, and a search through the recorded cases of the 
hospital confirmed this opinion. In the summer of 1887, however, there were 
26 cases of rheumatism in the hospital, in 6 of which extensive pneumonia 
developed, preceded in 5 instances by pericarditis. These all exhibited a strong 
resemblance to each other, and the author reports them in full. In remarking 
upon them he states that in 4 cases the interval between the onset of the peri- 
carditis and that of the pneumonia was six to seven days. In one instance it 
could not be determined with accuracy, and in the instance in which no peri- 
carditis was noted, it may have been present but undetected. In 4 of the 6 
cases there was old-standing valvular disease, and in the other 2 it developed 
during the attack. These cases of rheumatic pneumonia differ from ordinary 
lobar pneumonia in certain important particulars. In every instance it was 
the lower lobe of the left lung which was first involved, instead of the right, 
as is ordinarily the case. In 3 cases there was later a similar affection of the 
right. Cough and expectoration were entirely absent, and crepitation less 
abundant than in most cases of ordinary pneumonia, and in the first case was 
not detected at all. Finally, the temperature fell by lysis in all the cases. 

These differences in the physical signs and symptoms indicate that the 
morbid condition of the lung in rheumatic pneumonia differs in some way 
from that of the ordinary form. This may be due in part to the presence of 
organic heart disease, of pericarditis, and possibly of myocarditis, embarrass- 
ing the heart’s action and causing a rapid transudation of fibrin in a highly 
fibrinogenous condition. But this throws no light upon the transfer of inci- 
dence from the right lung to the left, and the author sees no explanation for 
it. Again, there must have been some immediate exciting cause for this excep- 
tional outbreak, since diseases of the heart are common enough in the course 
of rheumatism. The most rational explanation is that during this summer the 
weather was excessively hot, and the wards were ventilated with unusual free- 
dom. Rheumatic patients are very susceptible to cold, and it is reasonable 
to suppose that the chilling from strong currents of air streaming in from 
windows and ventilators might easily determine the development of inflam- 
mation of the pericardium, lung or pleura in the existing physical condition 
of organs so favorable to its production. 

A few useful, practical hints may be deduced. First, whenever pericarditis, 
or sudden rise of temperature, or persistence of high temperature, or acceler- 
ation of respiration occurs in the course of rheumatism, make a careful physi- 
cal examination of the chest behind as well as in front. Second, protect 
rheumatic patients carefully from draughts. This may well be done by the 
use of a canopy over the bed. Lastly, where pericarditis or pneumonia arises 
in the course of rheumatic fever, avoid the use of such drugs as salicylate of 
soda or aconite, which are marked cardiac depressants. Employ, rather, 
salicin or quinine, perhaps combined with citrate of potash. 


THE TREATMENT OF PHTHISIS BY OXYGEN AND OZONIZED OXYGEN. 


RANSOME (Medical Chronicle, 1888, viii. 37), after a course of experiments 
in several cases of phthisis, concludes (1) that pure oxygen without any 
admixture of air may be inhaled continuously for at least fifteen minutes 
without the least harm resulting, without producing inflammation or even 
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irritation of the air-passages, and without increase of fever or even of pulse- 
rate; (2) that 2000 to 4000 cubic inches of pure ozonized oxygen may be 
breathed not only without harm, but with apparent benefit in the cases in 
which it was tried; (3) that ozone diminished the number of bacilli, and 
sometimes the expectoration, and that the general condition of the patients 
was improved. 


AFFECTIONS OF THE HEART IN TABES DORSALIS. 


Influenced by the statements which have been made, to the effect that dis- 
eases of the heart, particularly of the aortic valves, were very liable to 
occur in tabes, and were in some way connected with it, GROEDEL (Deutsche 
med. Wochenschrijt, 1888, 397) has during the last seven years examined his 
cases with especial reference to this feature. In one hundred and eight cases 
of this disease he found but four instances of valvular heart disease, and in 
none of them was there reason to believe that it was at all dependent 
on the tabes; and he concludes with Leyden that the occurrence of valvular 
lesions is purely accidental. He has never in this affection seen an instance 
of a diastolic murmur produced by irregular muscular action, as Angel has 
supposed. On the other hand, he has frequently noticed the occurrence 
of weakness and frequency of the heart’s action, small pulse, palpitation, 
dyspnea on exercise and sometimes, even, when at rest; but even these 
are not characteristic of tabes, and are liable to occur in any form of chronic 
disease accompanied by anemia or neurasthenia. There may be a sense of 
oppression or of pressure in the region of the heart, which is probably to be 
classified as an irregular form of girdle sensation. Leyden has recently re- 
ported four cases of tabes in which there occurred peculiar attacks similar to 
those of angina pectoris, and Vulpian has also recorded a similar. case, 
Groedel reports two such cases, as well as a third, in which, however, there 
was also hypertrophy of the heart and nephritis. It is very possible, as Ley- 
den believes, that these attacks are directly connected with the tabes, and are 
neuralgic affections of the cardiac branches of the vagus; just as the gastric, 
laryngeal and bronchial crises represent a similar disorder of other branches 
of the same nerve. 


THE CONNECTION BETWEEN DIABETES MELLITUS AND DISEASES OF 
THE HART. 


Jacques MAYER, of Carlsbad (Zeitschr. f. klin. Med., 1888, xiv. 212; also 
Brit. Med. Journ., 1888, i. 949), says that the occurrence of attacks resembling 
angina pectoris, both in the initial and the more advanced stages of diabetes, 
has led him to make an examination of the physical condition of the heart 
in a large number of cases under his care during the last nine years. The 
whole number equals 380, of which 337 were in the first stage, and 48 in the 
second. The cases are further to be classified in three types, according to 
their general appearance: 1. Pale, feeble, delicate, anxious-looking patients. 
2. Vigorous, healthy-looking patients, with florid, animated countenances. 
8. Obese patients, some of whom are ruddy, some pale and sallow. 

In the beginning of the complaint examination of the heart and vessels 
rarely shows any change due to the presence of sugar, or of an increased 
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amount of urea in the blood; but later in the disease changes occur whose 
nature depends on the type to which the patient belongs. In some cases 
of the first type endocarditis sometimes develops; in others there are the 
well-known symptoms of cardiac debility coming on suddenly without phys- 
ical signs of change in the heart muscle or endocardium, and in still others 
the organ becomes dilated, and gives rise to severe dyspnea and delirium 
cordis on the action of some exciting cause. In the majority of the cases 
of the second type there arise after a variable time the general symptoms 
and physical signs of idiopathic hypertrophy of the left ventricle. This 
condition may persist for years without much systemic disturbance; but 
when the nutrition becomes impaired, the heart becomes relaxed and 
dilated, and signs of cardiac debility appear. In a considerable number of 
cases of diabetes cardiac hypertrophy and dilatation develop without there 
being any morbid changes in other organs. This is due to the chemical 
irritation of the heart by the sugar and by the increased amount of urea in 
the blood. But the abnormal condition of the blood leads to changes in 
the urine, and this again usually induces alterations in the structure of the 
kidneys and disturbances of their functions, and it is in this latter way that 
the hypertrophy and dilatation of the heart, so frequently found in dia- 
betes, are generally produced. The author has examined the records of the 
Pathological Institute of Berlin for the last thirty-two years and has found 
that thirteen per cent. of the cases of diabetes had hypertrophy and dila- 
tation of the heart. Changes in the vessels in this disease are probably sec- 
ondary to the affection of the heart. It seems evident that it is the morbid 
metabolism which is the active agent in producing the organic changes. As 
regards treatment, it is clear that everything should be avoided which may 
impair the action of the heart and kidneys, since organs which are in a state 
of hyperactivity easily become diseased; and it is on this account that a 
rigidly nitrogenous diet cannot, in all cases, be enforced. 


THE TREATMENT OF THE CHRONIC DISEASES OF THE HEART MUSCLE. 


After a very interesting discussion on this subject, OERTEL ( Therap. Monats- 
hefte, 1888, 201) draws the following conclusions concerning his method of 
treatment : 

1. Only good results are obtained in the mountain resorts ( Zerraincurorte) 
in the latter stages of fatty heart, where there is no evidence of sclerosis of 
the coronary arteries, occurring usually in persons advanced in years, with 
serous plethora, venous congestion and often edema. These good results 
consist in increase of the heart’s strength, a regulating of its action, increase 
of albuminous matter composing it, and often a decrease of its amount of 
fat. There is also an increase of the general bodily powers. 

2. There is further obtained by this method, in cases of valvular disease, 
or of obstruction to the pulmonary circulation, an increase of the muscle sub- 
stance of the heart, and the production of compensatory hypertrophy. 

8. Extensive non-compensatory dilatation, resulting from diminished 
strength of the heart muscle and increased intra-cardiac pressure, in not too 
chronic valvular lesions in young people, is made to disappear. 

4. There is obtained the most complete possible adjustment between the 
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arterial and venous apparatus, together with increase of the quantity of 
blood and of the pressure in the aortic system, and diminution of cyanosis 
and of edema. 

5. Diminution and complete disappearance of disturbances of the respira- 
tory apparatus, especially of the rapidly developing dyspnea and oppression 
are obtained. 

As regards the permanence of the good results produced through this 
dietetic-mechanical treatment, time only can decide; but the author has 
patients in whom the restored compensation has lasted at least twelve years. 

LICHTHEIM’s conclusions, in his address delivered on the same occasion as 
that of Oertel’s (Jbid., 211), are as follows: 

1. Oertel’s method is a sovereign means of cure for those forms of chronic 
heart disease whose genesis is due to intemperance in eating and drinking, 
and to lack of bodily exercise. 

2. In those diseases of the heart, on the other hand, due to the dilating 
influences of immoderate bodily exercises, or other causes, this method is 
of no value. Bodily exertion is only to be allowed in moderation and when 
there is tolerable compensation, and it must never be allowed to produce 
much dyspnea. This class of cases is to be treated much more carefully than 
are instances of real valvular disease. 

8. The treatment with digitalis, strophanthus and caffeine remains the 
principal one for disturbances of compensation. Where the use of drugs 
fails, the dietetic method is also of no avail. Only in the removal of hydrosis 
is Oertel’s method of real assistance to the treatment with drugs, though it 
can never take the place of the latter. 


4. During the period of intact compensation the use of medicaments is 
superfluous, and Oertel’s method, used in moderation, finds its true field. 


ENDOCARDITIS FROM PNEUMOCOCCI. 


HAUSHALTER (Revue de Méd., 1888, 328) records an interesting case of 
pneumonia in which there were no symptoms at all pointing to an affection 
of the heart; and in which the post-mortem examination failed to reveal any 
important macroscopic change in it, except an almost invisible elevation at 
the insertion of one of the mitral leaflets. Section of another part of one of 
the mitral leaflets, however, showed, on microscopic examination, a mass of 
characteristic pneumococci in the centre of its thickness, and not reaching to 
the surface. There being no superficial destruction of tissue, these must have 
reached their seat by way of the capillaries supplying the leaflet. The pneu- 
mococci lying enclosed in the tissue might act as foreign, irritating bodies, and 
set up a sclerosing inflammation; and, in fact, on the surface of the leaflet 
over the focus of cocci there was a slight swelling, visible only with the 
microscope, which was perhaps of this nature. 

The author concludes: 1. That in the infectious diseases, the absence of 
auscultatory signs during life, and of the visible lesions of ulcerative or ver- 
rucose endocarditis after death, does not always signify that the valves have 
not been attacked by the infectious germ. 2. That there perhaps exists a 
variety of chronic endocarditis whose point of departure has been the presence, 
at a certain time in the affected valve, of microérganisms pathogenic of an 
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infectious disease which was going on at the time. 3. That between the 
occurrence of the acute malady and the appearance of the cardiac symptoms, 
there may be a longer or shorter latent period, during which the attention of 
the physician ought to be directed to the possibility of the development of 
the cardiac disease. 


THE DIAGNOSIS AND TREATMENT OF GASTRIC ULCER. 


‘In discussing Gerhardt’s lecture on this subject (see this Journal for June, 
1888) GUTTMANN (Deutsch. med. Wochenschr., 1888, 440) states his belief that 
the determination of the amount of HC] in the gastric secretion is of diagnostic 
value between gastric ulcer and carcinoma. His somewhat extended experi- 
ence shows that in the last condition the quantity is always below normal, or 
entirely wanting; while the examination of ten cases of gastric ulcer always 
revealed an excess of HCl over the average amount normally present. For 
treatment he, therefore, recommends the employment of such agents as bicar- 
bonate of soda to neutralize the acid. 


SUBLIMATE ENTERITIS. 


FRANKEL (Deutsch. med. Wochenschr., 1888, 448) calls renewed attention to 
the fact which he announced two years ago, that the external use of the 
bichloride of mercury in the treatment of wounds was capable of calling forth 
a severe diphtheritic inflammation of the intestine, especially in debilitated 
individuals. This is most apt to occur when those portions of the body most 
capable of absorption are exposed ; as the peritoneum or the inner surface of 


the uterus after parturition. The diphtheritic inflammation attacks the large 
intestine, and only exceptionally the ileum also. He denies altogether the 
claim of Singer that calcareous infarcts in the kidneys are characteristic of 
this sublimate enteritis; since not only are they found in other conditions, 
but Frinkel has failed to discover them in any of the cases of this disease on 
which he has made autopsies. He states further that other forms of mercury, 
as well as the bichloride, are capable of producing the intestinal inflammation. 


THE PROGNOSTIC SIGNIFICANCE OF THE B).OOD PRESSURE IN ACUTE 
RENAL DISEASE. 


Though every form of renal disease is usually attended by increased arte- 
rial tension, BROADBENT (Brit. Med. Journ., 1888, i. 840) has seen several 
cases of cirrhosis of the kidney in which the tension was low. In acute renal 
dropsy this is of more frequent occurrence, and it has always been associated 
with an intractable character of the disease. In this condition the artery is 
at first full between the beats, but the beat is short and easily arrested. This 
corresponds to a time of temporary dilatation of the heart, but in the course 
of a week or ten days the tension increases, showing that the heart has recov- 
ered itself, and constituting a sign of favorable progress. The absence of this 
increase may be due either to a persistent weakness of the heart, or to a 
relaxation of the arterioles and capillaries; both of which are of bad augury. 
The author reports a case in full, in which the prognosis was given that the 
disease would be of long duration, on account of the defective pulse-tension 
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and the weak blood-propulsion ; and the result showed that the prognosis 
was correct. The imperfect development of the blood-pressure in these cases 
is not the cause of the slow recovery, but is merely the indication of the con- 
stitutional weakness which lies at the bottom of the delay. The development 
or non-development of blood-tension is further a guide in treatment, since to 
raise the tone of the circulation is to help to recovery. 


SALINE PURGATIVES IN THE TREATMENT OF TYPHLITIS. 


C. W. Suckurine (Brit. Med. Journ., 1888, i. 1112) reports two cases of 
typhlitis treated by a mixture of sulphate of magnesia and sulphate of soda. 
He believes that this plan of treatment is of great value in cases of typhlitis, 
or peritonitis due to fecal retention. In moderate doses the salts do not cause 
peristalsis, their action is quite painless and they wash away scybalous 
masses. The abdomen should be frequently examined during their adminis- 
tration, and stimulants administered if there is any evidence of accumulation 
of fluid in the intestines. This sometimes occurs on account of the lack of 
power of the bowel to expel the large amount of fluid which the saline 
aperient produces. 


CONTRIBUTIONS TO THE PATHOLOGY OF CHYLURIA. 


In the Proceedings of the Medical Faculty of the Imperial University of 
Japan (Centralbl. f. d. med. Wissensch., No. 17, 1888) MuraTA records obser- 


vations made upon six cases of chyluria resulting from the presence of filaria. 
He recommends that the search for the parasite be made during a whole night 
or at least at midnight. Nearly all his patients passed bloody urine on rising 
and chylous urine toward evening, the amount of fat in the urine being 
greatly influenced by that taken as food. The embryo parasites may find 
an exit from the body in a number of different ways, besides through the 
urine; thus they have been found in the stools with chylous diarrhea, in the 
discharges from the ruptured skin of lymphoid scrotum, and suppurated 
lymphatic glands, also in the tears, and in the blood from an hemoptysis. [In 
every instance it is evidently rupture of the lymphatics which liberates the 
filaria.] Murata made the original observation, too, that the kidney may be 
the seat of the chyluria, for he found in the pelvis of one kidney a large 
coagulum filled with filaria, while no other lesion of the lymphatics of the 
urinary passages could be discovered. He concludes, as a general summary 
of his observations, that the symptom chyluria is the result of rupture of a 
lymphatic vessel in the urinary tract, resulting from the engorgement con- 
sequent to thrombosis of the thoracic duct from occlusion by embryo filaria. 
Grimm, from observations made upon the case of a patient who had lived 
in Brazil for some time (Virchow’s Archiv, vol. iii. p. 341), arrived at much 
the same conclusions as Murata regarding the cause of the symptom chyluria; 
namely, that it is the result of rupture of some lymphatic vessel in the urinary 
tract. Careful and systematic examinations of the urine, especially in rela- 
tion to diet, lead to this result. He found that a diet rich in fat caused a 
perceptible increase in the fat contained in the urine within an hour anda 


half after ingestion. Also, that various heterogeneous substances reappeared 
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in the urine. Neither peptone, hemialbumose, nor sugar was ever found to 
be present. é 


ADULT FILARIA SANGUINIS HOMINIS. 


It seems a little singular, considering how long the parasitic nature of chy- 
luria has been recognized and how many cases have been carefully studied, 
that so little is known of the life history of the filaria sanguinis hominis 
which causes it. Indeed, the adult worm has rarely been seen, and those de- 
scribed have been females. Prof. Bourne, of the Presidency College, Madras, 
reports in the British Medical Journal of May 19, 1888, having received 
two specimens of adult worms found in an amputated lymphoid scrotum of 
an infected patient. One of these was a female, agreeing closely in appear- 
ance with the figure given in Cobbold’s work on parasites, published in 1879. 

“The male specimen,” he says, “is about an inch and a quarter long; the 
anterior extremity is wanting, but the caudal extremity is intact and presents 
two spicules. The structure of these spicules will doubtless form a valuable 
specific character. The spicule is broad at its proximal extremity, and 
gradually tapers until it becomes capillary in character. About half way 
down there is a lateral prominence, and when in situ the spicule is folded on 
itself, so that the prominence forms the actual free extremity of the spicule, 
while the broad end and the capillary end lie near to one another. It is in- 
teresting to note that in this case, as in Lewis’s case, the male and female 
were in close contiguity.” 
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DISINFECTION OF SURGICAL INSTRUMENTS AND DRESSINGS. 


RENARD ( Revue de Chirurgie, No. 6, 1888) shows that disinfection of sponges 
and instruments by a five per cent. carbolic acid solution is unreliable, 
many of the pathogenic organisms withstanding a soaking of from thirty to 
forty-five minutes. Bichloride he concedes is more powerful, but objection- 
able in many cases from its chemical action; for sponges it is to be preferred 
to carbolic solutions. Flaming, if thorough, is efficacious, but again re- 
stricted in its range of application. Boiling at 212° F. will destroy spores 
only if long continued. Steam at 230° F. destroys all microérganisms sub- 
mitted to its action in thirty minutes. 

Renard has devised for the sterilization of his instruments and dressings an 
apparatus similar to that used by bacteriologists. He uses a cylindrical 
copper boiler about an eighth full of water; baskets containing the instru- 
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ments, and provided with feet to raise them from the surface of the water are 
put into the cylinder, a lid containing a manometer and a safety valve is 
screwed in place, and by means of an alcohol lamp the water is raised to the 
boiling temperature. The air in the cylinder passes off by a stop-cock in 
the lid, which is then closed and the pressure is increased till it represents a 
temperature of 230° F. One-half an hour’s exposure is sufficient for absolute 
disinfection. Sponges should not, of course, be subjected to this treatment, 
nor for instruments should the temperature be allowed to exceed 245° F, 

Renard concludes his somewhat elaborate article with the following propo- 
sitions : 

1. Disinfection by means of steam compressed at 230° F., as applied in the 
apparatus described, is certain and practical. 

2. Instruments or dressings submitted to this treatment for fifteen to twenty 
minutes are absolutely disinfected. 

8. The apparatus is very simple, not dangerous, and can be trusted to a 
nurse. 

4. Neither instruments nor dressings are in any way altered by a prolonged 
treatment if the temperature does not exceed 230° F. 


Mucous MEMBRANE GRAFTS. 


WOLFLER (Deutsch, Geselisch. fiir Chirurg., xvii. Kongress) reports some 
cases of mucous membrane transplantation which were as successful in sequel 
as Thiersch’s more widely known transplantings of the epidermis. The 
mucous membrane was cut into thin strips of an inch to an inch and a half 
long and of a third of an inch broad. That taken from young persons grew 
best. The wound should be three or four days old. 

In three cases of impermeable urethral stricture, the cicatricial tissues 
together with the urethra were excised. After three days the continuity of 
the urethra was restored by transplanted flaps of mucous membrane, and a 
catheter was left in the bladder to act as a mould for the new canal. The 
results were highly satisfactory. In other parts of the body the procedure 
was equally successful. 


REMOVAL OF A TUMOR OF THE SPINAL CORD. 


GowERs and Horsey read, before the Royal Medical and Chirur- 
gical Society (June 12, 1888), the medical and surgical histories of a case 
of removal of a tumor from the spinal cord. Paroxysmal agonizing pain 
increased on motion, paraplegia, spasm of legs, foot and rectus clonus, 
pain around the trunk and retention of urine, were the more gross features 
of the case on which Gowers founded his diagnosis. Horsley exposed the 
spinal column from the third to the seventh dorsal vertebra, cut off the spi- 
nous processes of the fourth, fifth and sixth; made his way through the 
lamina and ligamenta subflava, opened the dura mater in the middle line, and 
exposed the cord. No abnormality being found, a portion of the third dorsal 
vertebra was cut away, when the cord was found compressed by a tumor 
of the dura mater; this was readily removed; the wound was closed, and 
promptly healed by first intention. All pressure symptoms gradually disap- 
peared; the patient remains entirely well. 
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LAPAROTOMY IN PERITONEAL TUBERCULOSIS. 


KimMMEL remarks (Archiv fiir klin, Chirurgie, vol. xxxvii.) that whereas, 
not very long ago, tuberculous peritonitis was only noticed by accident, as, 
for example, when abdominal section was performed on account of supposed 
ovarian disease or other abnormal abdominal conditions, yet now it is cor- 
rectly diagnosticated and recognized as a local disease, as in tuberculosis of 
bones and joints. It is also, like them, treated by operative measures. He 
analyzes forty cases in which this condition was found, the patients ranging 
in age from four to fifty-six years, but the majority between fifteen and 
twenty. Most of the operations were based on false diagnoses. All but two 
were women. In the two males the condition was noticed incidentally while 
operating for ileus. Only in a few instances was the tuberculosis diagnosti- 
cated and the operation undertaken for its relief. As a rule, these cases all 
appeared to be cystic and consisted of collections of liquid between lymph 
bands, more or less organized. In asmaller proportion the tuberculosis was 
general. In no cases did the operation cause a hastening of the process, but, 
on the contrary, it always seemed to have a distinct ameliorating and retard- 
ing influence. He concludes that laparotomy may be regarded as a curative 
as well as a palliative measure in the treatment of abdominal tuberculosis. 


FIXATION OF A MOVABLE LOBULE OF THE LIVER BY MEANS OF 
LAPAROTOMY. 


Dr. E. A. TSCHERNING ( Centralblatt fiir Chirurgie, No. 23) reports a case of 
“ hepatorrhaphy ” for pain and disability attendant on the pressure of a large, 
movable, constricted portion of the liver. The patient, aged thirty-six, previ- 
ously at times a sufferer from icterus, noticed for five years a swelling on the 
right side of the abdomen, gradually increasing in size, and attended with such 
pain that she was incapacitated for her household duties; this pain being 
subject to remissions and exacerbations, but never entirely leaving her, of a 
darting, shooting character, relieved by rest in bed, but aggravated by motion. 

On examination, a tumor was felt in the lower part of the abdomen, ex- 
tending from the right lumbar region to somewhat within the nipple line, and 
from the anterior superior spinous process of the ilium to the curvature of the 
ribs. Percussion dulness of liver was continued into that of the tumor; the 
connection between the two could not, however, be detected by manipulation. 
Liver dulness extending to the fourth interspace in nipple line. Left lobe 
moderately enlarged. Tumor smooth, irregular on surface, firm, without 
pulsation, fremitus or friction sounds; free lateral movement; slight tender- 
ness. 

Diagnosis.—Hepatic tumor, possibly a liver constriction. 

Operation.—Incision from twelfth rib to a point somewhat anterior to the 
anterior superior spinous process of ilium. Extraperitoneal exploration 
showed sound kidneys and an intraperitoneal tumor. Parietal peritoneum 
opened, some prolapsed gut replaced, and the tumor readily drawn to the 
wound. It was of firm consistency, grayish-white in color, and invested in a 
fibrous capsule. Exploratory incision showed interstitially degenerated liver 
tissue. Deep sutures stopped the bleeding from this incision. The tumor 
was found to be a constricted portion of the liver, firmly attached to its right 
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lobe by a broad pedicle. Fixation by means of two sutures sunk deeply into 
the substance of the tumor and fastened in the abdominal wall. To cause still 
more extensive adhesions the peritoneal wound was packed with tampons 
after Mikulicz’s method; the posterior extraperitoneal portion of the wound 
being sutured. 

At first there were slight jaundice and albuminuria and some high tempera- 
ture, the latter shortly subsiding. Patient was up in four weeks with a super- 
ficial granulating wound. Two weeks later she left hospital; wound healed. 

Condition after six months.—Occasional moderate dragging pains, relieved 
by a couple of hours rest. Feels well and attends to her housework. 


CHOLECYSTOTOMY WITH LIGATION OF THE CystTIc Duct. 


Dr. ZIELEWICcz (Centralblat fiir Chir., May 31, 1888) believes the chief ob- 
jection to simple cholecystotomy is, that it, as a rule, leaves a persistent fistula 
and often lessens the nutrition. He says that the “ ideal” operation, chole- 
cystotomy with suturing and return of the gall-bladder, has the danger of the 
rupture of the line of suture due to over-distention of a still partially elastic 
bladder. Besides this, if new stones form, the operation must be repeated. 
It seems that cholecystectomy is less dangerous than cholecystotomy. He 
cites one case in which he made an incision directly over the enlarged gall- 
bladder and parallel with the median line. A double ligature was passed 
around the cystic duct and this was cut between the two. The incision was 
too free and involved the liver substance, causing free hemorrhage, but this 
was stopped by the use of iodoform and pressure. The bladder was then 
freed as much as possible from the liver and stitched to the wound in the ab- 
dominal wall. Then it was incised and there escaped some bile and a rough 
mulberry-like calculus of the size of a walnut. The patient recovered. The 
author claims this as the first successful case of ligature and section of the 
cystic duct in a human being. The advantages of this method are: 

1. Radical cure without a resulting biliary fistula and its consequences, 
The gall-bladder is excluded from the organism as in exsection. Its secre- 
tion, the product of its mucous membrane, diminishes in time because of the 
cessation of the biliary flow, and especially after the cavity has become ob- 
literated by newly formed granulations. 

2. The operation is simple and less dangerous than cholecystectomy and 
gives the same result. 


CYSTONEPHROSIS. 

Sacculated kidney is the title under which KitsTeR (Deutsch. medicin. 
Wochenschr., 1888, No. 19) discusses the symptomatology and surgical treat- 
ment of hydronephrosis and pyonephrosis. These affections, regarded in the 
text-books as distinct, are of the same nature; they may develop one from 
the other, and cannot be distinguished from each other by either symptoms, 
or physical signs. 

Kiister has operated on thirteen cases of sacculated kidney, eight being 
completely and permanently cured. But two died, one from uremia due to 
disease of both kidneys, one some time after the operation from tuberculosis. 

In regard to the etiology of cystonephrosis the author notes that in all 
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cases the onset of this affection is characterized by pus appearing now and 
again in the urine. Pyelitis is the starting-point, which, causing a swelling of 
the mucous membrane, necessarily diminishes the lumen of the ureter and 
makes it incapable of carrying off the very free secretion from the kidney. 
Intra-renal pressure at once pushes the swollen mucous membrane, which is 
somewhat movable, toward the obstructed outlet and forms a fold which still 
further increases the trouble; as the swelling grows larger the orifice of the 
ureter may become twisted, or the ureter itself pressed upon, making the ob- 
struction absolute. 

In making the diagnosis the tumor must first be proved to originate from 
the kidney, then the operator must be assured of the nature of the affection 
with which he has to deal. In regard to its origin, the enlargement lies 
either in the kidney region, or can, if somewhat below it, be thrust back, 
bimanual pressure from in front and laterally locating it close under the 
twelfth rib. But slightly movable; not affected by respiration, this latter 
sign distinguishing it from a tumor of the liver or gall-bladder; also the fact 
that, except in very great enlargement, there is a zone of percussion resonance 
between this tumor and the liver. 

A sacculated kidney may extend into the pelvis to such an extent that on 
superficial examination it would seem to rise from that cavity. A line of 
tympanitic resonance can mostly be found separating the lower border of the 
tumor from the true pelvis.’ An important point in distinguishing pelvic 
tumors from this affection is the fact that the former give anteriorly, with very 
few exceptions, dulness on percussion ; the latter toward the middle line of 
the body are tympanitic. Especially significant is the course of the ascend- 
ing and descending colon, which would necessarily be pushed forward or 
forward and inward by kidney tumors; hence the lumbar region is dull on 
percussion even anterior to the line of the axilla. The lumbar tympany is 
increased by all intraperitoneal tumors. Should the tumor be of such size 
that its pressure has collapsed the colon a gaseous enema will so distend the 
gut that its course can readily be detected. 

From other kidney tumors cystic enlargement is to be distinguished by a 
more or less distinct sense of fluctuation, which being obtained absolutely 
diagnosticates either cystonephrosis or echinococcus cyst. Exploratory punc- 
ture will distinguish between these affections. v. Bergmann’s symptom of 
an increased quantity of pus in the urine after firm pressure upon the cyst 
was observed but once. 

As to treatment: relief can be afforded only by an operation. The fact that 
some secreting kidney tissue is still left, the exhausted condition of the 
sufferers, the high mortality of the operation all forbid a nephrectomy. 
Nephrotomy is the only allowable operation, and the method employed has 
a most important bearing on the subsequent course of the affection. 

Technique of operation.—Position of patient semi-prone, the affected lumbar 
region being made to project as much as possible by a pillow placed beneath 
the sound side. The incision begins at a point midway between the twelfth 
rib and the brim of the pelvis at the outer border of the sacro-lumbalis 
muscle, and is carried outward parallel to the pelvic brim for four to five 
inches. The outer border of the latissimus dorsi and the three abdominal 
museles are then cut through; the lumbar fascia and the outer border of 
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the quadratus lumborum being also somewhat incised. The thin trans- 
versalis fascia is now exposed, and being opened brings the operator directly 
to the capsule of the kidney. Bleeding is usually slight, but one or two 
vessels requiring attention. The posterior branch of the first or second 
lumbar nerve, if found crossing the wound, may be cut. The capsule of the 
kidney is freely exposed, loosened somewhat laterally, incised and its con- 
tents drained off; the operation requiring about two minutes from the first 
incision to the opening of the kidney. For the protection of the wound, the 
sac should be drained by a canula, incised and its walls sewed to the skin 
by threads passing through the lateral borders and both extremities of this 
incision. By traction on these threads two assistants cause the cyst incision 
to gape as widely as possible, the operator pressing the sac back with one 
hand upon the abdomen while he passes half of his other hand into the 
opening and carefully explores all parts of the sac. Septa are broken 
down with the finger, or blunt-pointed knife. Bleeding is always very slight. 
About the ureters an especially careful search must be made for stone. 
None being detected, the ureter, if its opening can be found, should be ex- 
plored by a flexible sound with a metallic tip. 

A continuous catgut suture secures the cyst opening to the skin. The 
cavity is thoroughly washed out, loosely filled with iodoform or thymol and 
bandaged with a large quantity of absorbent material placed over the wound: 
At first there is a very free discharge, necessitating frequent change of dress- 
ings; this soon diminishes, a part of the urine passing through the ureter. 
The fistula remains for some time, nor is it desirable that it should close 
quickly, for if this takes place before the catarrhal inflammation of the sac 
is cured this inflammation will continue indefinitely as a tedious, painful, 
depressing affection, most difficult to benefit. Therefore, as soon as cicatricial 
contraction begins the cyst should be washed out with astringents, nitrate of 
silver (0.2 to 0.5 : 100) being especially well borne. If the external wound 
closes rapidly a drainage tube, the thickness of the finger, should be inserted, 
and through it the washing continued until the urine passed from the bladder 
is almost clear. It must be borne in mind that there will be a slight precipi- 
tate of silver chloride if the nitrate has been used as a wash. The urine 
being clear the tube is gradually diminished in size, finally removed and 
the opening quickly closes. In this connection incision is proposed as a 
treatment tor obstinate suppurative pyelitis. 


AN EXPERIMENTAL CONTRIBUTION TO INTESTINAL SURGERY. 


Senn, of Milwaukee, concludes, in the June number, 1887, of The Annals 
of Surgery, a series of papers on abdominal surgery, remarkable for their 
originality and practical suggestions. His experiments were made on cats 
and dogs, mainly the latter, and had in view especially the treatment of 
intestinal obstruction. Among the conclusions founded upon the results of 
his experiments are the following: 

Traumatic stenosis from partial enterectomy, and longitudinal suturing of 
the wound, becomes a source of danger from obstruction, or perforation, in 
all cases where the lumen of the bowel is reduced more than one-half in size, 

Longitudinal suturing of wounds on the mesenteric side of the intestine, 
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should never be practised, as such a procedure is invariably followed by gan- 
grene and perforation by intercepting the vascular supply to the portion of 
bowel which corresponds to the mesenteric defect. 

The immediate cause of gangrene in circular constriction of a loop of 
intestine, is due to obstruction of the venous circulation, and takes place first, 
in the majority of cases, at a point most remote from the cause of obstruction. 
On the convex surface of the bowel a defect an inch in width, from injury or 
operation, can be closed by transverse suturing without causing obstruction 
by flexion. In such cases the stenosis is subsequently corrected by a com- 
pensating bulging, or dilatation of the mesenteric side of the bowel. 

Closing a wound of such dimensions on the mesenteric side of the bowel 
by transverse suturing, may give rise to intestinal obstruction by flexion, and 
to gangrene and perforation by seriously impairing the arterial supply to, and 
venous return from, the portion of the bowel corresponding with the mesen- 
teric defect. Accumulation of intestinal contents above the seat of invagi- 
nation, is one of the most important factors which prevents spontaneous 
reduction, and which determines gangrene of the intussusceptum and perfo- 
ration of the bowel. Spontaneous disinvagination is not more frequent in 
ascending than descending invagination. The immediate or direct cause of 
gangrene of the intussusceptum is obstruction to the return of venous blood 
by constriction at the neck of intussuscipiens. 

Tleo-ceecal invagination, when recent, van frequently be reduced by disten- 
tion of the colon and rectum with water, but this method of reduction must 
be practised with the greatest caution and gentleness, as over-distention of 
the colon and rectum is productive of multiple longitudinal lacerations of the 
peritoneal coat, an accident which is followed by the gravest consequences. 
The competency of the ileo-cecal valve can only be overcome by over-disten- 
tion of the cecum, and is effected by a mechanical separation of the margins 
of the valve, consequently it is imprudent to attempt the treatment of intes- 
tinal obstruction beyond the ileo-cxcal region by injections per rectum. In 
cases of extensive intestinal resection, the remaining portion of the intestinal 
tract undergoes compensatory hypertrophy, which microscopically is apparent 
by thickening of the intestinal coats and increased vascularization. Physio- 
logical exclusion of an extensive portion of the intestinal tract does not 
impair digestion, absorption and nutrition, as seriously as the removal of a 
similar portion by resection. 

Fecal accumulation does not take place in the excluded portion of the 
intestinal canal. 

The excluded portion of the bowel undergoes progressive atrophy. 

A modification of Jobert’s invagination suture by lining the intussusceptum 
with a thin flexible rubber ring, and the substitution of catgut for silk sutures 
is preferable to circular enterorrhaphy by the Czerny-Lembert suture. 

The line of suturing, or neck of intussuscipiens, should be covered by a 
flap or graft of omentum in all cases of circular resection, as this procedure 
furnishes an additional protection against perforation. 

In circular enterorrhaphy the continuity of the peritoneal surface of the 
ends of the bowel to be united should be procured where the mesentery is 
detached by uniting the peritoneum with a fine catgut suture before the 
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bowel is sutured, as this modification of the ordinary method furnishes a 
better security against perforation on the mesenteric side. 

In cases of complete division of an intestine, if it is deemed advisable 
not to resort to circular enterorrhaphy, one or both ends of the bowel should 
be closed by invagination to the depth of an inch, and three stitches of the 
continued suture embracing only the peritoneal and muscular coats. 

The formation of a fistulous communication between the bowel above and 
below the seat of obstruction should take the place of resection and circular 
enterorrhaphy in all cases where it is impossible or impracticable to remove 
the cause of obstruction, or where after excision it would be impossible to 
restore the continuity of the intestinal canal by suturing, or where the patho- 
logical conditions which give rise to the obstruction do not constitute an 
intrinsic source of danger. 

The formation of an artificial anus in the treatment of intestinal obstruc- 
tion should only be practised in cases where the continuity of the intestinal 
canal cannot be restored by making an intestinal anastomosis. 

Gastro-enterostomy, jejuno-ileostomy and ileo-ileostomy should always be 
made by lateral apposition with partially or completely decalcified perforated 
bone plates. 

In making an intestinal anastomosis for obstruction in the cecum, or colon, 
the communication above and below the seat of obstruction can be established 
by lateral apposition with perforated approximation plates, or by lateral im- 
plantation of the ileum into the colon or rectum. 

An ileo-colostomy or ileo-rectostomy by approximation with decalcified, 
perforated bone plates, or by lateral implantation should be done in all cases 
of irreducible ileo-cecal invagination, where the local signs do not indicate 
the existence of gangrene or impending perforation. 

In all cases of impending gangrene or perforation, the invaginated portion 
should be excised, both ends of the bowel permanently closed and the con- 
tinuity of the intestinal canal restored by making ileo-colostomy or ileo- 
rectostomy. 

The restoration of the continuity of the intestinal canal by perforated 
approximation plates, or by lateral implantation, should be resorted to in all 
cases in which circular enterorrhaphy is impossible, on account of the differ- 
ence in size of the lumina of the two ends of the bowel. 

In cases of multiple gunshot wounds of the intestines involving the lateral 
or convex side of the bowel, the formation of intestinal anastomosis by per- 
forated decalcified bone plates should be preferred to suturing, as this pro- 
cedure is equally, if not more, safe, and requires less time. 

Definitive healing of the intestinal wound is only initiated after the forma- 
tion of a network of new vessels in the product of tissue proliferation from 
the approximated serous surfaces. Under favorable circumstances quite firm 
adhesions are formed within the peritoneal surfaces in six to twelve hours 
which effectually resist the pressure from within outward. 

Scarification of the peritoneum at the seat of coaptation hastens the forma- 
tion of adhesions, and the definitive healing of the intestinal wound. 

Omental grafts, from one to two inches in width and sufficiently long to 
encircle the bowel completely, retain their vitality and become firmly ad- 
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herent in from twelve to eighteen hours, and are freely supplied with blood- 
vessels in from eighteen to forty-eight hours. 

Omental transplantation, or omental grafting, should be done in every 
circular resection, or suturing of large wounds of the stomach or intestines, 
as this procedure favors healing of the visceral wound, and affords an addi- 
tional protection against perforation. 

The omental grafts used by Senn were from one and a half to two inches 
wide and long enough to encircle the bowel completely ; the free ends were 
made to project somewhat beyond the mesenteric attachment, and fixed by 
two fine catgut sutures, each of which embraced the corresponding angles of 
the graft and the mesentery, and was placed in the direction of the mesenteric 
vessels. 

In preparing these grafts, they were, as soon as cut from the omentum, 
put in (1 : 2000) corrosive sublimate solution, and kept at body heat till the 
operator was ready to place them, when they were carefully dried between 
gauze, or sponges wrung out of the same solution in which they had been 
lying. The peritoneum was then scarified with a fine needle, to the point 
of producing a very slight oozing, and the graft placed in position. Senn 
advises that, after suturing, a strip of omentum should be laid over large 
wounds of the stomach, or intestines, and kept in place by a few catgut 
sutures. These grafts should also be used in covering large stumps after 
ovariotomy, or hysterectomy if the pedicle be left in the abdomen. 


THE TECHNIQUE OF COLOTOMY. 


The obvious disadvantages of colotomy, as usually performed, are cited by 
MaAyDL (Centralblatt fiir Chirurg., 1888, No. 24) as the consideration which 
led him to devise the operation which he describes. He opens the peritoneal 
cavity by Littre’s incision, and draws a loop of intestine forward till its 
mesenteric attachment lies in the abdominal wound. Through a slit in the 
mesentery close to the gut is inserted a hard rubber cylinder wrapped in iodo- 
form gauze—a goose-quill will answer, if hard rubber be not obtainable. This 
prevents the retraction of the intestinal flexure. By means of a row of sutures 
placed on each side of the prolapsed gut, including the scrous and muscular 
coats, the two limbs of the flexure, in so far as they lie in the abdominal 
wound, are stitched together beneath the hard rubber support. If the pro- 
lapsed gut is to be opened immediately, it is stitched to the parietal peritoneum 
of the abdominal incision and the latter protected by iodoform collodion. If 
the incision of the bowel is to be delayed, the latter is not stitched to the 
peritoneum but surrounded by iodoform gauze packed in beneath the rubber 
support, the operation being completed in four or six days. 

If the artificial anus is to be permanent a transverse opening, including 
one-third of the periphery of the bowel, is made by the thermo-cautery, 
drainage tubes are inserted into the two presenting lumina, and the intestine 
is carefully washed out. If all goes well the gut is entirely cut through in 
two or three weeks, the rubber support serving well as a base upon which this 
division can be effected. A few sutures will serve to secure the cut end to the 
skin. Ifthe direction of the muscular fibres has been regarded in making the 
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abdominal incision, the patient is provided with such a good sphincter that a 
large drainage tube is required to keep the opening patulous. Should only a 
temporary artificial anus be designed, a longitudinal opening must be made 
into the intestinal loop. When it is desired to close this opening the rubber 
support is taken away, the bowel retracted by the mesentery, and the opening 
spontaneously closed ; or, if the cicatricial adhesions be too strong to allow of 
this, the bowel must be freed by the knife, sutured and returned to its proper 
cavity. 

LAUENSTEIN (loc. cit.) accomplishes the same result as does Maydl, by 
suturing together first the skin and peritoneum of his abdominal incision, 
then drawing out a loop of intestine and closing his parietal wound by sutures 
passing through the mescolon of the prolapsed gut, which is thus fastened in 
the abdominal incision; next the serosa of each limb of the prolapsed loop 
is stitched through its entire circumference to the parietal peritoneum. 


THE OPERATIVE TREATMENT OF PROLAPSED RECTUM. 


MIKULICz (Deutsch. Geselich. fiir Chirurg., xvii. Kong.) advises circular 
resection as the best means of treating prolapse of the rectum, or prolapsed 
invagination of the colon. In one case two and a half feet of the prolapsed 
colon were resected, the patient making a good recovery. The patient is 
placed in the lithotomy position. Two strong threads are passed through 
the extremity of the prolapse and looped, serving for fixation. Irrigation 
through the operation with antiseptic solution. Transverse incision of the 
anterior portion of the intussuscipiens, going carefully through its thickness 
and checking all bleeding. When the serosa is cut through, exposing the 
serosa of the intussusceptum, the two serous membranes are stitched together 
by a circle of fine sutures, thus closing all communication with the peritoneal 
cavity. Just beyond the sutures the anterior part of the intussusceptum is 
also cut through. The cut ends of the gut are now sutured to each other, 
to the entire extent of the incision, by silk threads, including all the coats, 
the threads being left long that they may serve to steady the bowel for the 
completion of the operation. Finally, the remaining periphery of the two 
intestinal lumina is secured, the numerous mesenteric vessels tied and the 
union of the gut completed by the deep sutures. The line of suture is dusted 
with iodoform. The long ends of the thread cut away, and what remains of 
the prolapse is replaced within the anus. No drainage tube, no bandage. 
Opium for eight days. 


SUPRAPUBIC CysTOTOMY. 


EIGENBRODT exhaustively considers the high operation on the bladder in 
Deutsche Zeitschrift fiir Chirurg., Bd. 28,1 and 2 Hft., founding his conclu- 
sions in great measure upon the thirty-eight cases operated on by Trendelen- 
berg. Inflation of the rectum by the rubber bag is not advised, as the 
peritoneum is readily avoided without such a procedure; and that the latter 
is not devoid of danger is proven by rupture and gangrene of the rectum 
having followed its use; in children, the bladder has been thrust to one side, 
and in one case (St. Germain) the rectum presenting at the wound was, 
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together with the rubber bag, incised. When the suprapubic percussion 
dulness of the full bladder can be recognized, no more fluid need be injected. 
Over-distention is never necessary, nor previous treatment of cystitis, or 
contracted bladder. The incision should be transverse; if extensive, slightly 
convex downward, so that the extremities may correspond in direction with 
the inguinal canal. On reaching the deep fascia and abdominal muscles, it is 
most important to continue the operation as close to the pubic bone as pos- 
sible, operating as though the object in view were the cutting away of the soft 
parts from the upper and posterior portion of the symphysis. Trendelenberg, 
by pressing with the fingers of his left hand against the sheath of the exposed 
muscles, so stretches their attachments to the bone that a touch of the knife 
frees them, and the danger of wounding the deeper lying soft parts is avoided. 
A few muscular fibres of the pyramidales are divided, but the two recti are 
not wounded. 

The extent to which the fasciz and tendons are separated from the pubis, 
depends upon the room required for subsequent manipulations. For the 
extraction of an ordinary stone, an incision one and a quarter to one and 
three-quarters inches in extent is sufficient. For tumor operations, or the 
removal of very large stones, two and a half to three and a quarter inches 
will be required, and both recti will be completely separated from the pelvis. 
The fascie and tendons having been cut from the pubes, the prevesical 
cellular tissue is exposed, usually containing much fat. The knife must now 
be laid aside, the second and third fingers of the left hand thrust in the pre- 
vesical space, dorsal aspect to the bone; the index and middle finger pressed 
down well behind the symphysis till the region of the neck of the bladder is 
reached, then bending the fingers, all the soft tissues lying anterior to the 
bladder, especially the peritoneal fold, are drawn carefully upward; the 
bladder is now exposed, and can be safely incised, the fingers of the left hand 
readily keeping the peritoneum out of the way. Tenacula are by this pro- 
cedure unnecessary. Ifa very large incision into the bladder is required, the 
peritoneum can readily be separated from that viscus for a considerable extent 
with the fingers. In the manner described, even a bladder which has not 
been injected is, in a few minutes, exposed and safely opened. Elevation of 
the pelvis greatly simplifies the operation, and in this position the patient 
should always be placed. 

After the completion of the operation, the bladder is thoroughly washed 
out with a weak sublimate solution (1: 3000 to 5000), a T-formed drainage 
tube is placed in the bladder, carried over the symphysis, through the central 
portion of the external wound; the extremities of the superficial incision are 
closed by a few sutures passed through the skin, and iodoform gauze is loosely 
packed in the open wound about the drainage tube. If thesuperficial incision 
has been extensive, drainage should be provided for at both extremities of 
the wound. 

If a very large bladder incision has been made, a few sutures may be inserted 
to lessen the size of the wound, but complete closure by suture is not yet jus- 
tified by statistics. Suturing of the bladder with loose antiseptic packing of 
the parietal wound, as advised by Kraske, Ultzmann and Mikulicz, is yet 
sub judice. 
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Trendelenberg removes his drainage tube in from one to two weeks; in 
uncomplicated cases three to four weeks sufficed for a complete cure. 

In cases of marked cystitis or pyelitis with alkaline urine a long-standing 
fistula results, lasting, at times, if the condition of the urine be unchanged, 
for life. 

In Trendelenberg’s cases there was no instance of urine infiltration or cel- 
lulitis, In one case only was there burrowing of pus—the patient, a feeble 
old man, dying of exhaustion thirteen weeks after the operation. 

Of Trendelenberg’s 38 patients 7 died in the course of treatment. No 
death can be ascribed directly to the operation. 

3 perished of intercurrent disease more than one month after the oper- 
ation, 2 of carcinoma (four and five days after the operation respectively), 1 
of delirium tremens (twelve months after operation), and 1 of burrowing of 
pus and profuse suppuration (two months after operation). 

Against Kénig’s dictum, “‘ The perineal incision must remain the natural 
operation for the lighter cases, the more dangerous high operation being 
reserved for the severe cases,” the author contends that before operation it is 
often impossible to tell how difficult the case may be, and shows by reference 
to Trendelenberg’s cases several instances in which history and examination 
would have proven the case amenable to the median operation. The conditions 
on opening, however, proved that none but the high incision could have 
carried the patients safely through. All of Trendelenberg’s uncomplicated 
stone cases made a safe and rapid recovery; and Assendeft, who has done 
the high operation 102 times, lost but 2 patients, 1 from causes not connected 
with the operation. All of his patients were young. 

The high operation takes its place as beyond all other procedures in the 
treatment of diseases of the bladder walls. All of Trendelenberg’s tumor 
cases were carcinomatous. If such tumors were promptly recognized and 
treated, a relatively good prognosis could undoubtedly be given. An early 
symptom is slight but frequent admixture of blood with the urine, often not 
observed because not accompanied by marked pain. Such bleeding, having 
no obvious cause, should always suggest a bladder tumor, and lead the physi- 
cian to make a most thorough and patient search for confirmation of the 
diagnosis. If this necessitates an operation, the high incision should be 
made at once, when, on confirmation, the operator can proceed directly to ex- 
tirpation. This should be accomplished with scissors and sharp spoon, or by 
excision of a part of the bladder wall; bleeding being stopped. by cautery. 

Tubercle of the bladder gives rise to symptoms much like those of tumor, 
and can often be diagnosed only by visual inspection after opening the 
bladder. The high operation alone enables the surgeon to do this satisfac- 
torily and undertake the radical extirpation of the diseased areas. 

Finally, the high operation is commended as most suitable for posterior 
catheterization, when, through traumatic stricture with great periurethral in- 
flammation and cicatrization, or false passage with infiltration, or rupture of 
the urethra, the ordinary means of procedure (ordinary catheterization, the 
median operation, etc.) are no longer available. 
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ABSCESS OF THE CEREBELLUM FROM EAR-DISEASE. 


Dr. J. OKNE GREEN (Boston Medical and Surgical Journal, May 31, 1888) 
reports a case of the above named disease occurring in a man, thirty-six years 
old, who had been kicked in the temporal region by a horse, fifteen years pre- 
vious to his entrance into the Boston City Hospital, March, 1888. An otor- 
rhea had existed in the right ear since the injury on the temple. Within 
the five months previous to admission he complained of headache, especially 
in the right temporal region; latterly he had vomited more or less without 
apparent cause, and chiefly at night. Intellect clear, appetite good, bowels 
not constipated. Examination revealed right facial paresis and otorrhcea. 
In four days the facial paresis disappeared without treatment. 

Dr. Green found the meatus filled with polypoid growths, which were re- 
moved under ether. Carious bone was detected in the posterior and upper part 
of the tympanic cavity. The operation gave great relief, and the headache 
and nausea ceased entirely for two or three days. The polypoid stump was 
treated with spirits of wine, and the ear kept clean by antiseptic syringing. 

The tuning-fork on the vertex was heard entirely in the right ear (the 
affected one). The headache and occasional vomiting soon returned, and up 
to time of death were intermittent, continuing for twenty-four or forty-eight 
hours, then ceasing, to return again after one or two days. Slight momentary 
delirium once or twice before death. Condition mostly somnolent. Sitting 
up immediately caused great vertigo, and if this position was maintained, 
vomiting ensued. Pain always referred to right side; right pupil somewhat 
sluggish, and during the last week of life there was marked constipation. 
The pain was not severe enough to require opiates, and no internal medica- 
tion was given excepting calomel to overcome constipation. Twenty-four 
hours before death there was mild delirium, with some screaming, as if from 
pain, then unconsciousness, and within a half hour thereafter a quiet death. 
The most continuous pain and most frequent vomiting occurred during those 
days when the pulse was lowest. The temperature was normal throughout; 
the pulse varied from 85 to 52. 

The post-mortem examination revealed an abscess of the cerebellum oppo- 
site the foramen for the seventh nerve, on the vertical portion of the temporal 
bone. The abscess, the size of an English walnut, contained greenish, offen- 
sive pus. Behind the tympanic cavity in the substance of the petrous bone, 
opposite to the abscess, was a carious region. The trabecule of the mastoid 
cells had disappeared, and the cavity was filled with a soft, grayish, cheesy 
material, with a foul odor. 

The diagnosis was: Acute, circumscribed internal and external pachy- 
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meningitis; acute, circumscribed lepto-meningitis; abscess of the cerebellum; 
flattening of the convolutions of the brain; dryness of the pia; chronic middle 
ear catarrh; necrosis of the mastoid cells and of the petrous portion of the 
temporal bone. 

Abscess of the cerebellum was not diagnosticated during life, as pain was 
referred chiefly to the temporal and parietal regions. Furthermore, disease of 
the posterior surface of the petrous bone, being less common than caries of 
the upper surface, the former condition was not suspected. The easily excited 
and great vertigo, however, pointed toward cerebellar disease rather than to 
disease of the cerebrum. The case shows how slight the symptoms may be 
in a case of abscess of the brain. 

Dr. Green says: ‘‘ The possibility of evacuating, draining and healing an 
abscess of the cerebellum has not, I believe, yet been demonstrated, although 
a number of successful operations on the cerebrum have been reported. The 
cerebellar operation offers unusual difficulties in that it is either necessary to 
enter the skull below the superior curved line of the occiput in order to avoid 
the large sinuses, or else to pass through the tentorium from above, with the 
risk of imperfect drainage.” 


LEUCOCYTHEZMIA, PRECEDED BY DEAFNESS AND FACIAL PARALYSIS. 


A man, fifty-eight years old, had been in good health for fifteen years, 
when he suddenly became deaf, especially in the left ear, and facial paralysis 
appeared on the left side. The appearance of the ear was normal. Electric 
treatment was painful and benefited but little, though it was conducted for 


several weeks. Most relief was obtained from douching the face with warm 
water and from poultices. The paralysis disappeared at last. Sleeplessness 
and debility continued; also stiffness and sensitiveness of the previously 
paralyzed facial muscles. Some acute symptoms set in, viz., painful cramp 
in the calf of the leg, the lower extremities “ going to sleep,”’ sensation of ten- 
sion and restlessness of the legs, etc., with increase of general weakness. 
About this time there was discovered in the region of the umbilicus, beneath 
the skin, five or six insensible tumors, the size of hazel nuts; similar 
tumors had formed within a few months, in the lumbar region, but had not 
been noticed by the patient. The liver and spleen were enlarged, but now 
increased in size. With increasing weakness, severe pains at each movement 
and further development of tumors, the breath became fetid, and the lym- 
phatic glands in the neck increased in size, until they formed a large, com- 
posite mass. One of the tumors removed from the abdomen was shown to 
be a lymphadenoma. Examination of the blood exhibited forty-two white 
blood cells in one field of the microscope. Death occurred six months after 
the facial paralysis first appeared. There was no post-mortem examination. 
(GELLE, Revue Mensuelle de Laryngologie, No. 12, 1887.) 
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Own A PECULIAR ERUPTION OF COMEDONES IN CHILDREN. 


Cotcotr Fox describes (Lancet, April 7, 1888) the features of a peculiar 
condition occurring in children, apparently similar to the comedones of 
adolescence. Instead of appearing scattered and with no relationship to 
season as in the ordinary comedones after puberty, the disease showed a 
marked tendency to occur in aggregations, on certain parts, and at certain 
seasons. The lesion itself is undistinguishable from the comedo of the adult. 
They usua!ly make their first appearance on the forehead close to the scalp, 
over the region of the eyebrows, and then tend to join and form a continuous 
band. Scarcely a gland duct in the involved area escapes. There is also a 
tendency for the same formation to encroach upon the scalp, and also down 
the sides of the temples, in a strip, to the angle of the jaw. Their appearance 
may be gradual or sudden, at times appearing and disappearing in the most 
wonderful manner. 

The disease is noted mainly in the spring and early summer; it tends 
to disappear in the winter season, in some instances recurring the following 
spring. It seems, with some exceptions, limited to children between the ages 
of five and nine, and is, moreover, commonly seen in children’s hospitals. 
Inflammation about the plugs, although usually slight and secondary, may 
occur, and give rise to the ordinary lesion of acne. Several children in one 
family are often concurrently affected. The disease does not attack the 
parents and other adults living with the affected children. Although a num- 
ber of the patients attended school while affected, no evidence of communica- 
tion to other scholars was traceable. In the thirty-eight cases in which the 
sex was recorded, there were twenty-eight males. The eruption does not 
appear to be dependent upon any condition of the general health. It is, 
moreover, seen in about the same frequency in the light and dark, and in the 
delicate and robust. The plugs are apparently formed from the epithelial 
lining of the follicles, and not from sebum as in the comedones of later life. 

Investigation as to a parasitic cause developed nothing positive. In respect 
to treatment the results are satisfactory. The same measures as usually em- 
ployed in cases of comedones in adults are to be advised. 


RESORCIN IN CHRONIC EczEMA. 


A favorable report is made ( Therapeutic Gazette, June, 1888) by M. Scumirz 
of the treatment of two obstinate cases of chronic eczema by means of appli- 
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cations of resorcin. The remedy was employed as a solution in glycerin— 
a half ounce of the former to four ounces of the latter. The patients were 
young children, the disease chronic, and more or less general. The affected 
parts were painted twice daily with the above solution, improvement there- 
after being steady and continuous. 
THE OINTMENT OF THE NITRATE OF MERCURY AS AN ABORTIFACIENT 
vF BOILs AND FELONS. 


KENNER states (Medical and Surgical Reporter, April 14, 1888) that boils 
and felons may be frequently aborted by applications of citrine ointment, 
if treatment is instituted before positive suppuration occurs. The ointment 
is applied in a thick layer, as a plaster, and allowed to remain on twenty-four 
hours, at the end of which time further treatment is, as a rule, unnecessary. 
The application is not painful, for the first several hours giving rise to a 
peculiar drawing sensation, followed by complete cessation of pain and 
tenderness. 


On Lupus. 


From an exhaustive paper (British Medical Journal, January 7, 14 and 21, 
1888) on lupus by HutcHrNson, the following observations, for the most part 
in the author’s language, may be said to express the substance of the views 
presented: Many facts as to the cause of lupus—such, for instance, as its 
frequently beginning after slight injuries to the part—would suggest the belief 
that a stage of congestion and cell-effusion, undistinguished from common 


inflammation, usually precedes for a short period the characteristic growth. 

There are, further, no facts whatever which would support a belief that 
lupus ever takes its origin from contagion. 

Among the qualifying or descriptive adjectives which have been used for 
lupus, that of “serpiginosus” can well be spared, as it is the very essence of 
the disease to be serpiginous, and if any form of new growth or inflammatory 
action were shown to be not so, it would certainly de facto lose all claim to 
rank with the lupus family. 

Its manner of spreading, moreover, proves that lupus action is attended by 
the production in the part of elements which are infective to those with which 
they are in contact—infection by continuity. Not infrequently, also, new 
foci of disease appear which are not continuous with the original patch— 
infection by contiguity—the infective material spreading probably either in 
the perivascular spaces or along the lymphatic channels. 

An absence of tendency to infect the lymphatic glands must be noted in all 
forms of lupus, and with it also an absence of tendency to travel deeply or to 
involve parts other than the skin. It isin the main a disease of exposed 
parts, the face and the extremities being its most frequent sites; and the more 
protected the part, as regards warmth, the less is it likely to be the seat of the 
disease. 

As to the influence of age, it may be stated that the younger the patient 
the greater is the probability that the disease will inflame and ulcerate, and the 
greater by very far the risk that its infective material will become diffused, 


and its manifestations multiple and —— 
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Although statistics from the author’s personal observation showed but a 
small percentage of the presence of other symptoms of scrofula, the opinion 
is nevertheless expressed that lupus is in very many instances a scrofu- 
lous disease; but that in most instances the tendency to disease of this 
type having begun in the skin restricts itself to it, and shows little or no 
tendency tv attack internal organs. There is also another peculiarity of 
health which is of much importance in predisposing to certain forms of lupus 
—the proclivity to chilblains. This concerns the erythematous form more 
than common lupus; but it is not without influence as regards the latter. 

In discussing the histology of the lupus family the conclusion is given that 
neither lupus erythematosus nor lupus vulgaris is a disease of any special 
structure in the skin, whether gland or vessel, but beginning rather in the 
areolar space they implicate secondarily one or other of the cutaneous viscera 
or vessels, it may be the sudoriparous or the sebaceous glands, it may be the 
hair follicles, it may be the perivascular spaces, or, lastly, it may chance to be 
the lymphatics. 

Although there are superficial differences between lupus vulgaris and lupus 
erythematosus, the affections are closely allied; and they are in a general way 
induced by a similar kind of causative influences. In the latter symmetry 
and absence of a tendency to ulcerate are the rule, and constitute probably 
the most important clinical differences. 

Rare forms of the disease are occasionally met with. For instance, the dis- 
ease in rare instances seems to partake of the nature of both eczema and 
lupus—eczema-lupus. The very prolonged duration of the patches, their 
obstinacy, their slow extension by infection at the borders, and, above all, 
the fact that when cured they leave scars, sufficiently prove them to be 
Jupus; now and then the patient has patches of eczema on other parts which 
do not assume lupus characters. Another rare form is acne-lupus, the same 
as described by Fox under the name lupus follicularis disseminatus. The 
disease is a combination of acne and lupus, or, more correctly, perhaps, lupus 
attacking acne spots. Psoriasis lupus, nzevus-lupus and other rare cases 
illustrating combinations of one or more diseases with lupus are also referred 
to. Recent observations as to the specific bacillus as the cause are mentioned, 
but the author on this point expresses neither concurrence nor dissent. 


OBSTETRICS. 
UNDER THE CHARGE OF 


EDWARD P. DAVIS, A.M., M.D., 


VISITING OBSTETRICIAN TO THE PHILADELPHIA HOSPITAL, 


CONCEPTION WITH IMPERFORATE HYMEN. 


Imperforate hymen, pregnancy and dilated urethra are illustrated by a 
case reported by ZINNSTAG (Centralblatt fiir Gynikologie, No. 14, 1888). The 
patient had menstruated without difficulty, and conception followed repeated 
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coitus. At labor examination revealed an urethra dilated by coitus; the pos- 
terior wall of the bladder distended by the head; imperforate hymen. The 
latter was incised and labor proceeded to a successful termination. The 
lying-in period was normal. 

The patient could give no history of bladder trouble, or menstrual derange- 
ment; an imperceptible opening must have existed in the hymen, through 
which menstrual blood passed (as none was found on incising) and sperma- 
tozoa entered. 


DovuBLE UTERUS AND VAGINA. 


TAUFFER reports, in the Centralblatt fiir Gyniikologie, No. 15, 1888, a case 
of double uterus and vagina in a multipara; the condition had not been 
recognized in previous labors, although the retention of decidua in one uterus 
had caused fever and pain after the other uterus had expelled a child. 

From his study of the case Tauffer concludes that both uteri had been 
pregnant and had borne, and that simultaneous pregnancy, or superfcta- 
tion, is possible in both. If only one uterus is pregnant the other might 
delay labor as a small tumor would do. Decidua formed in the non-preg- 
nant utervs during single pregnancy, and caused hemorrhage and endo- 
metritis, whose location was not recognized. 


FATAL PTOMAINE INTOXICATION DURING PREGNANCY. 


GUSTAVE BRAUN ( Wiener medicinische Presse, No. 19, 1888) reports the 
case of a multipara, seven months pregnant, who died from pulmonary 
cedema, after delivery. The urine contained casts and albumen. 

PAULTAUF, on post-mortem examination, found fatty liver, fluid blood, 
nephritis and cerebral edema. Microscopically, multiple rupture of capilla- 
ries with extravasation of blood was found in the liver. 

PAULTAUF and BAMBERGER, from these conditions and the hyperemic 
condition of the intestines, diagnosed ptomaine intoxication; the patient had 
eaten partly decomposed flesh a few days previous. 


SCARLATINA DURING PREGNANCY AND PARTURITION. 


MEYER (Zeitschrift fiir Geburtshilfe, Band 14, Heft 2) analyzes twenty-one 
cases. He found it impossible to detect the medium of contagion. The 
period of incubation was from three to five days. 

In six out of twenty-one cases the disease ran a mild course without com- 
plications affecting the genitals. In eight pronounced inflammations of the 
genitals occurred, with two deaths from sepsis. 

The diagnosis is usually not difficult; cases complicated by sepsis furnish 
difficulties in recognizing the disease. The prognosis Meyer thinks less 
unfavorable than commonly supposed. Scarlatina may result in septic infec- 
tion, usually through wounds of varying severity in the genitals, when the 
prognosis becomes doubtful. Puerperal scarlatina resembles surgical scar- 
latina in the formation of diphtheritic ulcers in lesions existing before 
infection. 
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Treatment is antisepsis, as applied to parturients. Vaginal examinations 
should be as infrequent as possible. 

Of the children, two were stillborn; four disappeared from observation. 
Twenty children were nursed by women having scarlatina: one of these died 
of erysipelas; one of scarlatina, post-mortem examination revealed catar- 
rhal pneumonia and enteritis. The remaining children did not contract the 
disease. 

Points of especial interest in scarlatina occurring in parturients are: (1) 
short incubation period (three to five days) ; (2) prompt appearance of erup- 
tion which becomes diffuse, and is dark red in color; (3) angina is rarely 
well marked. 


THE ALBUMINURIA OF PREGNANCY. 


Barnes (Lancet, May 12, 1888), in view of recent discussions “on transient 
albuminuria,” cites the kidney during pregnancy as the best example of the 
condition of nervous and vascular tension which admits of albuminuria, but 
is not nephritis. Analogous to this condition is the kidney in scarlatina. 

Barnes regards neither condition as pathological. 


THE ELECTRICAL TREATMENT OF ABORTION WITH RETENTION OF 
SECUNDINES. 


Fry (American Journal of Obstetrics, June, 1888) reports a case in which, 
one year after operation, fragments of membrane were expelled and general 


hemorrhage checked by galvanism, the positive pole within the uterus, and a 
maximum current of ninety milliampéres being employed for from six to ten 
minutes, 

He believes that tissue retained after abortion is of feeble vitality. The 
positive pole of the galvanic current produces coagulation of tissue (as an acid 
does), obliterates bloodvessels, destroying the vitality of retained tissues, and 
promotes exfoliation and expulsion. 


A CASE OF MIssED LABOR. 


Gora reports (Archiv fiir Gynakologie, Band 32, Heft 2) the case of a primi- 
para in whom fetal life was destroyed by a fall at eight months pregnancy. 
Labor did not come on, but necrosed fetal tissue and pus were discharged, 
and the patient contracted septicemia. Efforts to remove the foetal remnants 
failed ; twenty months after labor should have occurred a vagino-rectal fistula 
formed, with discharge of necrosed tissue. Two years after conception, under 
deep narcosis, the cervix was split, impacted foetal bones were removed, and 
the uterus was emptied and disinfected; recovery followed. 

From the literature consulted, G6th adduces multiple intra-mural fibro- 
mata and disease of the endometrium as causes for missed labor. 


VERSION BEFORE LABOR FOR F@TAL MALPOSITIONS. 


Ayers (New York Medical Record, No. 21, 1888) reports three cases of 
breech presentation, one face presentation and two cross positions, in which 
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he produced a normal occipito-anterior position by combined external and 
internal manipulation before labor. 

In one case the membranes were ruptured unintentionally, but the success 
of the manipulation was not interfered with. Lateral compresses were used 
once to retain the foetus in proper position; in two cases the head was held 
in place until labor began. 


THE MECHANISM OF ROTATION IN HEAD PRESENTATIONS. 


OLSHAUSEN (Miinchener med. Wochenschrift, No. 25, 1888) considers the 
rotations which the head makes in head presentation to be caused by rota- 
tions of the trunk. 

The trunk is caused to rotate by the flattening of the uterus, antero-poste- 
riorly, after the escape of the amniotic fluid, and the form of the uterus as 
the birth progresses. 


THE DELIVERY OF THE AFTER-COMING HEAD. 


WINCKEL, at the recent meeting of the German Society for Gynecology 
(Miinchener medicinische Wochenschrift, No. 22, 1888), referred to twenty-one 
methods of extracting the after-coming head. He considered that procedure 
best which combined pressure externally with the maintenance of the head 
in that position best suited for birth. 

He accomplishes this as follows: The trunk and arms, when born, are 
raised. Two fingers of the right or left hand toward which the face looks 
are placed in the child’s mouth at the base of the tongue and flexion is 
secured. The trunk is then placed upon the forearm of this hand and with 
the other hand pressure is made through the uterus upon the head. 

As Wigand and Martin had previously described this method, he styled it 
by their names. He had found delivery by this method readily effected with 
a pelvic antero-posterior diameter of two and one-half inches, Martin had 
employed it successfully in thirty-three cases, and he used it often in his 
clinic. 

ScHULTZE, to avoid injuring the child’s mouth, placed four fingers on the 
forehead and made traction. 

MARTIN believed that the method described by Winckel was superior to 
the use of the forceps, or to operations for lessening the size of the head. 

BREIsKY thought that pressure on the head should only be made when the 
head is in the upper, and not in the thinned inferior uterine segment, to avoid 
rupture of the uterus. The entrance of the fingers into the mouth was a 
lesser evil, as it often introduced bacteria: he usually placed his fingers on 
the chin, or upper jaw. 

WINCKEL, in closing the discussion, limited the force exerted on the 
child’s mouth to the moderate traction necessary to secure flexion. He had 
employed this method when the uterine segment was greatly stretched 
without accident. 


THE SEPARATION OF THE PLACENTA. 


FEHLING, at the recent meeting of the German Society for Gynecology 
(Miinchener medicinische Wochenscrift, No. 22, 1888), reported that he had ex- 
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amined the mode of separation of the placenta in 100 cases, in which no 
traction was made upon the cord. 

In the great majority the placenta presented by its edge, as Duncan has 
described. In five cases it formed a cup-like body, as Schultze has reported. 
In these cases the membranes were separated on the maternal surface: in 
one-third of the other cases the separation occurred on the fetal surface. 
When the placenta presented by its edge the cord was long; when a cup- 
like presentation of the placenta occurred the cord was short. 

Fehling believes that the last uterine contractions which expel the child 
separate the placenta: the effusion of blood is accidental, and slight in normal 
cases: such effusion is stopped by thrombosis. The uterine cavity becomes 
oblong after the placenta is expelled. 

He discouraged traction on the cord and interference with the natural 
mechanism. 

ScHatz ascribed the placental presentation by its edge to uterine peris- 
talsis. 

WINCKEL had found two hours the average time required for spontaneous 
expulsion of the placenta: the placenta was cup-shaped } the place of inser- 
tion of the cord was anterior: the average blood loss was about seven ounces. 
The child makes traction on the cord, causing the cup-shaped presentation. 

AHLFELD found the loss of blood, when the placenta was expelled sponta- 
neously, twelve and one-half ounces, which ceased in five hours; there was 
no after-bleeding. 

Dourn had found it necessary to deliver the placenta (Credé’s method) in 
only ten per cent. of his clinical cases: spontaneous expulsion was the rule. 


ABDOMINAL HYDATIDS OBSTRUCTING LABOR. 


PINARD (Annales de Gynécologie, April, 1888) reports the case of a primi- 
para at term, with premature rupture of the membranes and labor delayed 
for two days by a tumor filling the pelvis. The child lived, in head presen- 
tation. 

With Tarnier, Pinard prepared for Cesarean section, when the tumor was 
displaced, punctured, and found to be a multiple hydatid of the abdominal 
cavity. Natural labor followed, the child surviving. The mother died of 
septicemia four days afterward. In the fluid of the cysts was found a diplo- 
coccus which may have been pathogenic. 


PREGNANCY AND PARTURITION COMPLICATED BY CARCINOMA OF THE 
CERVIX. 


Hernaictivus (Nouvelles Archives d’ Obstétrique, No. 4, 1888) reports the case 
of a multipara suffering from carcinoma of the anterior lip of the cervix, who 
bore a healthy child after a normal labor. The puerperium was normal; the 
cancer seemed to diminish slightly in size. 

On her recovery from parturition the patient was operated upon, the tumor 
removed, and found to be cancer. Death vccurred a year after the operation. 

Spontaneous birth occurs in the majority of cases of carcinoma uteri, com- 
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plicating pregnancy, when but one lip of the cervix is affected. In such cases 
the interests of the foetus should be paramount, and pregnancy should not be 
interrupted. 
THE TREATMENT OF FIBRO-MYOMATA COMPLICATING PREGNANCY AND 
LABOR. 


Puiuuips (British Medical Journal, June 28, 1888) remarks that fibro- 
myomata may induce labor, cause peritonitis, obstruct the passage of the 
foetus through the pelvis and cause foetal malpositions. The placenta is often 
adherent to the tumor; uterine contraction and involution are interfered 
with, and the disintegration of the tumor may cause sepsis. 

Fibro-myomata in the body of the uterus disturb pregnancy. These 
tumors, when in the lower uterine segment, may ascend; when in the cervix 
fibro-myomata impede delivery. 

Phillips has found 300 cases collected by Lefour; he adds 59 cases in which 
the tumor complicated pregnancy or labor, in which laparotomy was not 
performed, and 47 cases in which it was. 

Before the fcetus was viable, abortion was produced in 4 cases, which 
recovered. Myomotomy (abdominal section and removal of fibroids by liga- 
ture) was performed 5 times, with 2 recoveries; this operation is indicated 
when the tumor is accessible, and causes great pain by distention. Miiller’s 
ablation (abdominal section, with removal of tumor and uterus) was per- 
formed 19 times, with 12 recoveries. The stump was treated extra-perito- 
neally in 13 cases, with 9 recoveries; intra-peritoneally in 6 cases, with 3 
recoveries. 

During fetal viability labor was induced 9 times, with 3 maternal and 7 
foetal deaths. Playfair reports 3 cases in which the tumor was successfully 
pushed up during labor; others have not been so successful. Mundé removed 
successfully a large cervical fibro-myoma per vaginam during labor. 

Phillips has collected 33 cases of Cesarean section for this complication, 
up to 1880, with a maternal mortality of 84.8 per cent, Since 1880 there 
have been 18 Caesarean operations and 13 Porro operations with equal maternal 
mortality, 69.22 per cent.; the foetal mortality was slightly less by the Cesa- 
rean operation. The mortality rate by Miiller’s ablation was 36.8 per cent. 

The statistics of Lefour’s cases show that the forceps, embryotomy, version 
and spontaneous birth resulted in maternal mortalities from 25 per cent. to 55 
per cent.; foetal mortality averaged 77 per cent. 


THREE CASES OF DySTOCIA CAUSED BY FIBROID TuMORS. 


PorAK ( Bulletin de la Société Obstétricale, No. 4, 1888) reports a case of preg- 
nancy complicated by a solid tumor of the left ovary, obstructing delivery, 
which became dislocated during labor. The puerperal period was marked by 
only slight disturbances of pulse and temperature, and the patient recovered, 
with the tumor movable and situated at the brim of the pelvis. 

A second case was one of multiple intra-mural and subserous fibroids, in 
which abortion occurred at five months. The placenta, Porak thinks, was 
adherent to the largest intra-mural fibroid ; it was retained, and was finally 
discharged in fragments with necrosed tumor. 
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Septicemia occurred, which was treated by intra-uterine injections given 
through a double rubber catheter constructed for the patient ; the pelvis was 
so occluded that neither the hand nor an inflexible sound could be introduced. 

After two large pieces of necrosed tumor had been removed the patient 
recovered, the uterine mucosa finally sloughing. At recovery the uterus was 
slightly smaller than normally; the tumor had disappeared. 

The third case was one of twin pregnancy with multiple fibroids, in which 
abortion was performed at three months. A portion of one placenta was 
retained. Injections of bichloride of mercury, 1 to 2000, followed by injec- 
tions of saturated solution of boric acid were employed. Mercurial poisoning 
supervened. The injections were changed to 1 to 4000, but without avail, the 
patient dying of mercurial intoxication. 


CSAREAN SECTION FOR FIBROIDS COMPLICATING PREGNANCY. 


BAILey (Lancet, May 12, 1888) performed Cesarean section for fibroids in 
the posterior cul-de-sac, which reduced the antero-posterior diameter to one 
and a half inches. The operation was not especially difficult; several 
fibroids were divided by the uterine incision. The cervix was patent, and 
was tamponed with iodoform cotton. 

The mother died of sepsis ; the child survived. Post-mortem examination 
showed that the fibroids severed in the uterine walls had necrosed; the 
uterine incision had not united, and retroflexion had occurred, which pre- 
vented drainage of the uterus, 


EXTRA-UTERINE PREGNANCY; LAPAROTOMY; RECOVERY. 


HAWLEY (New York Medical Journal, June 16, 1888) reports the case of a 
pregnant multipara suffering from attacks of pain and hemorrhage. The 
development of a cystic tumor as large as a lemon, in the cul-de-sac, pushing 
the uterus forward and to the left, determined a diagnosis of extra-uterine 
pregnancy. 

Laparotomy was speedily done, and successfully. The cyst was removed 
intact, composed of the outer extremity of the left tube, containing a foetus 
of about six weeks growth. 

He adds (in a foot-note) a case of unruptured tubal gestation at three 
months which he had recently removed, and with probable recovery of the 
patient. He urges enthusiastically laparotomy for early tubal pregnacy. 


THE TREATMENT OF EXTRA-UTERINE PREGNANCY. 


ScuHwAkz (Deutsche Gesellschaft fiir Gynikologie, II. Congress. Miinchener 
medicinische Wochenschrift, No. 23, 1888) believed laparotomy and removal of 
the sac the only rational treatment. 

Extra-uterine pregnancy is made frequent by gonorrheeal and other pelvic 
inflammations. Patients commonly perish from hemorrhage and shock ; he 
had seen the loss of twelve ounces of blood cause death. When the tumor 
is sub-diaphragmatic, treatment should be expectant: when in the abdomen, 
operative. One assistant, a nurse and antiseptic instruments are required. If 
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the source of bleeding is not found, the ovarian or uterine artery should 
be tied. 

WINCKEL had treated seven cases by injections of one-half grain of 
morphia into the sac: five recovered; one had recovered under the treatment, 
had the same condition again; the foetus died, the patient died of gastric 
hemorrhage. The second died of suppuration of the sac and sepsis, after 
puncture through the vagina. 

VEIT had operated successfully on seven cases. He also operated on three 
cases moribund after rupture of the sac; one recovered. 

MARTIN favored operation in uncomplicated cases. He had operated once, 
unsuccessfully, after rupture. 

An EXTRAORDINARY DEMONSTRATION OF SCHULTZE’s METHOD OF 
RESUSCITATION OF THE NEWBORN. 


WIERCINSKY reports (Centralblatt fiir Gynikologie, No. 23, 1888) a case of 
spinal apoplexy in a multipara, on whom, moribund, Cesarean section was 
performed by Krassowsky (St. Petersburg). 

The membranes had not been ruptured. The child showed no sign of life 
when removed from the uterus. Schultze’s method of resuscitation (swinging 
the child by the chest and shoulders) was employed without success until 
percussion showed air in the lungs. 

Post-mortem examination revealed the following interesting points: Air is 
introduced by his procedure into the lungs, and, possibly, into the stomach 
and small intestine; as the membranes had not been ruptured no air could 


have entered the child’s lungs except by the procedure employed. The child 
had not endeavored to breathe; showing that the feetus perishes from asphyxia 
before the mother. The general post-mortem appearance was that of diffuse 
cedema, with serous transudate, and not the usual hyperemia of asphyxia. 


A CasE OF WoUND OF THE FOREHEAD OF A NEWBORN CHILD, 
OCCURRING DURING VAGINAL EXAMINATION. 


Douen ( Zeitschrift fiir Geburtshiilfe, Band 14, Heft 2) reports the case of a 
child born of a normally shaped mother after a norma! labor, which presented 
a granulating surface of the superficial tissues over the left eye. Prompt 
healing ensued, without evidence of constitutional disease. 

By exclusion Dohrn concluded that a long finger-nail, on a physician who 
examined the patient, caused the wound. The membranes had not, however, 
been ruptured. Dohrn had seen another similar case. 


THE DANGER OF METAL IN NURSING-BOTTLES. 


REIMANN was led to investigate a nursing-bottle with metallic fastenings, 
said to be “ Britannia metal.” Analysis showed twenty-five per cent. of lead 
in the metallic parts, and reference to the records of the Berlin Bureau of 
Hygiene revealed cases where liquids in contact with vessels containing less 
proportion of lead had caused lead poisoning. Glass and rubber only should 
be used.— Berliner klinische Wochenschrift, No. 19, 1888. 
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STERILITY AFTER THE BrrtH OF ONE CHILD (EIN-KIND STERILITAT). 


KLEINWACHTER (Zeitschrift fiir Heilkunde, Bd. viii.) noted among 1081 
women 90 who had remained sterile after bearing one child. On investigat- 
ing the cause, he found that in nearly one-half of the cases it was due to in- 
flammation of the uterus and its adnexa, or of the peri-uterine tissues, follow- 
ing labor; in one-fifth it was attributable to displacements or neoplasms. On 
the other hand, simple uterine displacements and catarrh, if uncomplicated, 
should not always be regarded as the true cause of sterility, since in a con- 
siderable proportion of the cases the husband is impotent. The latter factor 
may be removed by the marriage of the woman with a second, more capable 
man. For this reason the writer concludes that the prognosis in these cases 
is never absolutely unfavorable. 


PSYCHOSES FOLLOWING GYNECOLOGICAL OPERATIONS. 


WERTH read a paper on this subject before the German Gynecological 
Society at Halle (Miinchener med. Wochenschrift, June 5, 1888), in which he 
stated that among three hundred operations on the female genital tract, he 
had in six instances noted psychical disturbances (melancholia) due to the 
operation. In two cases the trouble developed within a week after the opera- 
tion, and in the others after a few weeks. The mental disturbances persisted 
from two to over six weeks. Three were cured and three were not improved, 
one of the latter committing suicide. In two cases the operation was total 
extirpation of the uterus, in two, castration, and in two, irrigation of the 
bladder (for the first time) for vesical catarrh. Three women had reached 
the menopause; one was violently excited before the operation. The phenom- 
ena could not be referred to iodoform poisoning, as the drug was used 
sparingly or not at all. 

Singer, in discussing this paper, said that he recalled several cases in which 
cerebral symptoms developed after gynecological operations. In two instances 
these were clearly referable to iodoform, though little was used on the dress- 
ings. In spite of the facts stated, he believed that patients with pelvic 
troubles having a tendency to psychoses should be treated the same as other 
women. 

MARTIN agreed with Singer that the operation was only an exciting cause 
of the psychical disturbance. We should be cautious about operating upon 
a patient with such a tendency, but in the case of women who are mentally 
sound there is no danger of such trouble being caused by the operation. 

AHLFELD cited a case in which marked psychoses were occasioned by the 
use of a speculum. 
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A New METHOD oF CLOSING CERVICO-VESICO-VAGINAL FISTULZE. 


SANGER (Céntralblatt fiir Gynikologie, June 9, 1888) reports the case of a 
multipara, in whom a large vesico-vagina! fistula was found in the upper 
third of the vagina, eight weeks after the birth of her fourth child (by diffi- 
cult version). It was closed at the first operation with eleven silkworm-gut 
sutures, but urine still escaped into the vagina, so that it was supposed that 
the operation was not entirely successful. On injecting milk into the bladder, 
it was seen to escape from the os externum. The cervix was lacerated on 
both sides, but it was necessary to dilate it with laminaria tents in order to 
find the vesico-uterine fistula, which was situated about one-fifth of an inch 
above the angle of the tear on the left side. In order to close it, the patient 
was placed in the Sims’s position, the cervix was split on both sides, and on 
the right side the cervical was united to the vaginal mucous membrane, while 
on the left the edges of the fistula were denuded and united by four silk 
sutures; healing occurred by first intention and the patient had perfect 
control over the bladder. 

Referring to the fact that this variety of fistula is quite rare, the writer 
attributes the difficulty hitherto experienced by operators and the frequency 
of failure to their attempt to denude and introduce sutures, without first trying 
to enlarge the field of operation. The advantages claimed for his method 
were not only increased room and a clear view of the fistula, which could be 
closed directly, but the assurance that, after healing, the cervix remained 
patent. It was only applicable to lateral fistule; those situated in the me- 
dian line must be treated according to the usual plan. Cauterization or 
hystero-kleisis might be tried in case “he attempt to close the fistula directly 
was unsuccessful. 

THE DIAGNOSIS AND TREATMENT OF IRREGULAR UTERINE 
HEMORRHAGES. 


EICHHOULZz (reprint from Fravenarzt, 1887) holds that, in cases of metror- 
rhagia in which the uterus is not considerably enlarged, it is seldom neces- 
sary to palpate the uterine cavity in order to determine the exact pathological 
condition. Endometritis fungosa may be suspected from the presence of sub- 
involution, menorrhagia and leucorrhea; retained placental fragments, from 
the history of the case. However, it is unnecessary to make a positive diag- 
nosis between the two conditions, since curetting is equally applicable to 
both. Solid intra-uterine tumors may be recognized by introducing the 
sound, but, in order to establish the diagnosis, it is necessary thoroughly to 
dilate and palpate the interior of the uterus. The latter procedure should 
also be adopted when the presence of a malignant growth is suspected. Dila- 
tation of the cervix should, if possible, be effected by means of blunt-pointed 
dilators ; laminaria tents should be used only when the uterine tissue is very 
rigid. 


MALIGNANT ADENOMA OF THE CERVIX UTERI. 


First (Zeitschrift fiir Geburtshiilfe u. Gyndkologie, Band xiv. Heft 2) arrives 
at the following conclusions from his studies on this subject : 
1. Simple adenoma of the uterus, or glandular hyperplasia, which results 
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in increase in the number and size of the glands, without marked formation 
of new cells, is to be regarded as benign; nevertheless, it ought to be thor- 
oughly excised, since it may become malignant. 

2. Adenoma, or destructive glandular hyperplasia, which presents under the 
microscope new-formed, atypical gland-processes surrounded by connective 
tissue rich in round cells, and in which the glandular epithelium shows a 
tendency to proliferate and invade the deeper parts, should be regarded as 
undoubtedly suspicious. In such cases excision is not enough, but the entire 
uterus should be extirpated, when a radical cure may be expected. 

3. Adeno-carcinoma of the uterus, in which the normal glands are destroyed 
and the deeper tissues are infiltrated with leucocytes and invaded by solid 
epithelial processes, is unquestionably malignant, and even extirpation offers 
only a doubtful chance of a radical cure. 

4. The differential diagnosis between these various conditions depends less 
on symptomatology than on the results of the microscopical examination. 
Where malignant disease is suspected, a piece should be excised and examined 
at once. 

5. Operative interference, unless it is thorough, does more harm than good, 
since it simply favors a recurrence of the disease, and recurrence in a worse 
form. 


SUPRA-VAGINAL AMPUTATION. 


TERRILLON (Annales de Gynécologie et d’ Obstétrique, May, 1888) reports six- 
teen cases of supra-vaginal amputation of the uterus for fibroid tumors, with 
five deaths. His conclusions, based on the observation of sixty cases of 
uterine fibroids, as well as on his studies of reported cases, are as follows: 

Uterine fibroids may give rise to serious and even fatal results, by reason 
of their size and the hemorrhages and mechanical pressure which they cause. 
When serious symptoms arise, surgical interference is indicated—either castra- 
tion or supra-vaginal amputation. The latter is a serious operation, the mean 
death-rate at present being thirty per cent. Removal of the appendages is 
preferable, since it is less dangerous and is followed by diminution of the 
hemorrhages and interruption of the growth of the tumor. 


THE IMMEDIATE AND REMOTE RESULTS OF OPERATIONS FOR THE 
CuRE OF PROLAPsUS UTERI. 


Coun (Zeitschrift fiir Geburtshiilfe u. Gyn., Bd. xiv. Heft 2) reports the 
results of his observations at Olshausen’s clinic and in the private practice 
of the late Professor Schréder—105 cases in all. Of these, 74 were heard 
from or were examined some time after operation ; 46, or 67.5 per cent., were 
permanently cured. 

His deductions are as follows : 

1, The continuous catgut suture assures healing by first intention with 
greater ease and rapidity of operation. It gives an even line of union and a 
good, solid cicatrix. 

2. Colpo-perineorrhaphy may permanently cure an extensive prolapse. 

The reason why the percentage of cures in the case of hospital patients 
alone was relatively so small (56.6 per cent.) was because the wounds were 
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never really healed, the operation was imperfect, since only anterior colpor- 
rhaphy was done, and, above all, the patients were not only obliged to work 
hard, but pregnancy often occurred soon after they returned home. 

In order to obtain permanent relief it is important to operate as early as 
possible, to narrow the vagina as a whole (by doing a high posterior colpor- 
rhaphy), and to build up a firm perineum; the broader the latter, the firmer 
the pelvic floor, and the more the vagina is carried forward, the stronger are 
the chances of obtaining permanent cure. 


MYOMATA AND MYOMECTOMY. 


Communications on these subjects made before the German Gynecological 
Society by MARTIN, ZWEIFEL and FRITSCH, possess considerable interest. 

Martin, referring to 205 operations, which he had performed for the removal 
of fibroid tumors of the corpus uteri, stated that in seventy specimens he found 
evidences of retrograde processes, suppuration, fatty degeneration, etc. Eleven 
showed general cedema; in the latter cases the most severe hemorrhages were 
noted, and the patients were all very anemic. Sarcomatous degeneration was 
observed in six, but in no instance were there appearances indicating a transi- 
tion to carcinoma, although this form of malignant disease was associated 
with myomata in nine cases, the cervix being affected twice, and the corpus 
uteri seven times. The latter circumstance militated against the prevailing 
notion that women with fibroid tumors were not liable to cancer of the uterus. 

ZWEIFEL, in discussing the treatment of the pedicle, criticised Olshausen’s 
method of dropping into the cavity the stump surrounded by a rubber liga- 
ture, because necrosis was sure to follow. Schréder’s method of suturing 
the opposite edges of the stump, and then treating it by the intra-peritoneal 
method, was open to the serious objection that it did not entirely control 
the oozing. The speaker was accustomed to ligate the pedicle in several por- 
tions, after tying off the broad ligaments in three sections. After cauterizing 
the cervical canal, the rubber cord was removed and the stump was covered 
with peritoneum. He had treated the stump in this manner in his last nine 
operations, and had found that the hemorrhage was surely controlled, while 
the stump could be trimmed down to the smallest possible size; his results 
had been better than after his former operations. 

Fritscu said that Zweifel was wrong in affirming that the stump necrosed 
when the permanent rubber ligature was employed ; he had found it free from 
danger. He had tried Schréder’s method for a time, but had abandoned it, 
because the mortality was seventy-five per cent. His method of performing 
myomotomy was as follows: After lifting the tumor out of the cavity, he 
ligates the broad ligaments, applies the temporary rubber ligature, then 
divides the uterus in a vertical direction and excises the myoma. The uterine 
wound is then closed, and the stumps of the broad ligaments are sutured 
near the middle of the wound. The peritoneum is sewed to the edge of the 
stump, so that the wound in the uterus is extraperitoneal. Lastly, the ab- 
dominal wound is closed, the sutures being left long, and allowed to protrude. 
They are removed gradually in the course of two or three weeks. He had 
operated thus successfully nineteen times. In the case of large myomata, 
growing outward between the folds of the broad ligaments, he preferred 
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enucleation; the sac might then be drained through the vagina, or, better, 
included in the lower angle of the wound. He believed that the enucleation 
of myomata, when performed by this method, was a better operation than cas- 
tration, being simple and safe, and furnishing positive results. 

OLSHAUSEN, in discussing the above, stated that he had, in upward of 140 
cases, dropped the rubber ligature into the peritoneal cavity, and he believed 
that the danger of suppuration was slight if strict antisepsis was observed, 
although he acknowledged that the stump was imperfectly nourished. He 
thought that Zweifel’s method required too much time, and that it might be 
dangerous to transfix the cervix as described. 

DouRn had practised Olshausen’s method 150 times and thought that no 
danger was to be apprehended from necrosis of the stump, since the latter was 
sufficiently nourished by the peritoneum. 

HoFMEIER, FEHLING, BREISKY and KALTENBACH favored the extra- 
peritoneal method, though the first thought that Schréder’s plan, after it 
had been improved, had a future before it. MARTIN said that he had 
operated according to every method, and still preferred Schréder’s. 


INJURY TO THE BLADDER DURING LAPAROTOMY. 

SANGER (Miinchener med. Wochenschrift, June 5, 1888), in a paper on this 
subject, says that the bladder may be incised during laparotomy, by extend- 
ing the abdominal wound too far downward; it may be torn while separating 
adhesions, or it may be mistaken for a cyst and punctured. In a case of his 
own the writer mistook a portion of the bladder, which was drawn upward 
and embedded in adhesions, for the pedicle of a cyst. He ligated it in three 
portions and divided it; on recognizing his error, he drew the bladder up and 
brought the peritoneum together around the stump, attaching the latter in 
the abdominal wound. The patient had a moderate vesical catarrh, but re- 
covered without having a fistula. 

In another instance, in which the same accident occurred and was similarly 
treated, a mural abscess developed four weeks after the operation and rup- 
tured, leaving a fistulous opening into the bladder which rendered a second 
operation necessary. 

In every case of laparutomy the operator ought to observe carefully if the 
bladder is drawn upward, and the urachus is still partially patent. 


MENSTRUATION AFTER DOUBLE OOPHORECTOMY. 


An interesting discussion on this question took place at a recent meeting of 
the Leipzig Obstetrical Society (Centralblatt fiir Gynikologie, June 2, 1888). 
It was introduced by HENNIG, who announced at the outset that he agreed 
entirely with Bischoff’s theory of menstruation. So long as it was certain 
that no remains of either ovary or a supernumerary gland was left at the 
time of operation, a periodical discharge of blood from such patients must be 
regarded as abnormal. He was inclined to believe that a small portion of 
the cortex of one ovary, containing Graafian vesicles, might be included in 
the ligature. : 

In the subsequent discussion, SANGER stated that out of forty cases of 
castration he had observed continuous periodical hemorrhages in only two, 
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in one of which the persistent flow was due to retro-displacement of the 
uterus; it ceased after hysterorrhaphy had been performed. The speaker 
concluded that when no other “focus of irritation” is present, persistent 
menstruation after castration can only be due to some disease of the uterus. 

ZWEIFEL cited a case of recurring hemorrhage after double salpingo- 
odphorectomy, which eventually ceased spontaneously. He believed that 
the metrostaxis would always cease in time, and that such would be found to 
be the after-history of most of the reported cases of persistent menstruation. 


INTESTINAL OBSTRUCTION AFTER OVARIOTOMY. 


Hirscu (Archiv fiir Gynikologie, Bd. xxxii. Heft. 2) presents at length 
the results of his observations and studies on this important subject. In- 
testinal obstruction following laparotomy is due, he says, to three causes. 
It may be direct, where a coil of intestine becomes adherent to the ab- 
dominal wound, and occlusion results from the traction of the cicatrix. 
Secondly, simple aseptic peritonitis may follow the operation, resulting in 
the formation of adhesions which imprison the intestines, limit the peris- 
taltic movements, and thus lead to fecal impaction and complete obstruc- 
tion. Thirdly, without the occurrence of any inflammation whatsoever, a 
loop of intestine may be imprisoned between the pedicle and the pelvic 
or abdominal wall, especially after supravaginal amputation when the 
stump is treated according to the extra-peritoneal method. Intestinal occlu- 
sion is comparatively common, Sir Spencer Wells having reported 11 deaths 
from this cause in 1000 cases of ovariotomy. Usually the obstruction occurs 
soon after the operation, but several years may elapse before the accident 
takes place. In one instance, death from this cause occurred nine years 
after. The symptoms are those usually accompanying obstruction—persistent 
vomiting, constipation and tympanites. Death is preceded by symptoms of 
collapse; the pulse and temperature may remain normal, or there may be 
high fever, while no evidence of acute peritonitis is found at the autopsy. 

The diagnosis is always rather obscure, so that the surgeon shrinks from 
reopening the cavity. Obstinate constipation and fecal vomiting are the 
only positive signs, since vomiting, tympanites and failure to pass gas per 
rectum may be due to diffuse peritonitis, although in a mild degree they are 
a common accompaniment of abdominal operations before the bowels have 
moved. Obstruction is recognized most clearly when it occurs some days 
after operation. The seat of the occlusion can sometimes be recognized by 
palpation, especially if it is in the neighborhood of the incision. There are 
more pain and vomiting when the small intestine is imprisoned, but less 
meteorism than is present when the large gut is occluded. Diminution of 
the daily quantity of urine and an increase in the amount of indican point to 
obstruction of the small intestine. 

The prognosis is extremely unfavorable. Of the fourteen cases collected 
by the writer, only one recovered—after secondary laparotomy. 

With regard to prophylaxis he quotes from various authorities, notably 
Kaltenbach, Miiller and Olshausen. The former advises spreading out the 
omentum carefully over the intestines, after separating all adhesions, avoid- 
ing injury of the parietal peritoneum (by bruising, the cautery, etc.), and 
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closing the peritoneal wound accurately. Miiller discards abdominal band- 
ages after the operation, except in cases in which it is desirable to check 
oozing, and washes out the cavity with large quantities of sterilized water if 
there have been intestinal adhesions. Since Kaltenbach has irrigated with 
bichloride solution he has not seen a case of intestinal obstruction, while out 
of twenty-four in which carbolic acid was used, there were three fatal cases. 

The obstruction has been removed by washing out the stomach. An opera- 
tion should be done early, if at all; when performed a short time after the 
primary laparotomy it offers the best results. 


CARCINOMA OF THE FALLOPIAN TUBE. 


ORTHMANN read a communication on this subject before the Gynecological 
Society of Berlin (Centralblatt fiir Gynikologie, May 26, 1888). Alluding to 
the fact that Kiwisch had found carcinoma of the tube only eighteen times 
in seventy-three cases of cancer of the uterus, and Dittrich only four cases 
out of ninety-four of general carcinomatous disease, the reader stated that 
his researches in the literature of the subject had yielded accurate descrip- 
tions of only thirteen cases, in nine of which the uterus, and in four the 
ovaries were primarily affected. The medullary form of cancer is most 
common; it may originate in either the mucous, muscular or serous coat 
of the tube. Papillomata of the tube (recently described by Doran) may 
readily be mistaken for malignant growths. Three cases of carcinoma tube 
occurring in Martin’s clinic were described, in one of which the disease was 
primary. Orthmann concluded from this that primary cancer of the tube 
does occur, although in the great majority of cases it is secondary to disease 
of the uterus. 

In the discussion which followed, RuGE said that he had never seen a case 
of primary carcinoma tube; he was inclined to believe that disease of this 
duct is more often secondary to malignant affection of the ovaries than to 
cancer of the uterus. 

WINTER recalled an interesting case of carcinoma of the ovary, in which 
the disease appeared to have spread by contiguity to the adherent abdominal 
end of the tube, the rest of the latter being perfectly healthy. 

OLSHAUSEN cited a case of double ovarian tumor, in which, after removal 
of the cysts, a mass as large as a hazelnut was found in the left tube; 
microscopically it showed the structure of endothelioma. Olshausen thought 
that the distribution of the lymphatics explained the fact that the tubes 
share so rarely in malignant disease of the ovaries. 
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